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Poison Ivy Hay Treatment 


RHUS TOX AND RHUS VENENATA ANTIGENS con- 
tain the active immunizing, or specific protective antigens, ob- 
tained from poison ivy and poison oak; they are specific for 
ivy poison and oak poison. Package containing four ampoule 
vials—complete treatment—$3.50. 


THE POLLENS FROM THE DWARF AND GIANT 
RAGWEEDS are principally responsible for attacks of Fall 
or Autumnal type of hay fever. National Ragweed Antigen 
(Fall Hay Fever Antigen) is prepared from the pollens of 
giant and dwarf ragweed and is accurately standardized in 
protein nitrogen units. 


V 209, Ragweed Antigen, (twenty-four doses) enable six- 
teen immunizing doses of the antigen to be given before usual 


symptoms of hay fever occur and afford eight extra doses, if 
needed, one dose to be given each week during the period 
when patients usually suffer exacerbation of the hay fever syn- 
drome. Twenty-four dose set, $7.50. Sixteen dose set, $6.50. 


Ragweed and Poison Ivy Antigens retain their potency for 
two or more years, so you may safely order and be ready to 
render “first aid treatment.” 


THE PREVENTION OF HAY FEVER AND THE CURE 
OF POISON IVY DERMATITIS may be accomplished by 


the use of the selected antigens. 
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Protection in the After Care of Poliomyelitis 


WALTER Trustow, M.D., F.A.C.S., 


BROOKLYN HOSPITAL; CONSULTING ORTHOPEDIC SURGEON, 
ETC. 


Brooklyn, N. Y. 


CONSULTING ORTHOPEDIC SURGEON, 


S there are three fairly well marked stages in the 

course of poliomyelitis, so there are three phases 

in the treatment of this disabling disease. But in 
all stages of the care of infantile paralysis, the principle 
of protection should be the underlying one. 

The central nervous system has been profoundly af- 
fected—so much so that a fairly large percentage of 
those attacked die of failure of the respiratory center 
or of intense intoxication. Of those who do not suc- 
cumb, a greater or less area of the muscular system is 
paralyzed. A few, so-called abortive cases, clear up in 
a few days and seem to leave no signs of paralysis. It is 
with the surviving but paralyzed cases that this paper 

als. 

Nature tends toward recovery of paralysis, but recov- 
ery is furthered or retarded in direct proportion to the 
protection afforded to the parts involved. Too much 
Stress cannot be laid upon this principle. “The conser- 
vation of natural resources” should be the slogan. 

The three stages of poliomyelitis are: 1. The stage 
of acute attack. 2. The stage of convalescence, with 
marked tendency toward deformity. 3. The stage of 
residual disability and of deformity, if earlier protection 
has not prevented deformity. The duration of the three 
Stages cannot be defined exactly, but in general the acute 
Stage lasts from one to three weeks, the convalescent 
Stage lasts from three months to one or even two years 
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and the stage of residual disability (if inevitable) is for 
the remainder of the life of the individual or until such 
time as reconstructive operative work shall have removed 
the disability or shall have greatly lessened its baneful 
effect. 

Although the stage of the acute attack is also the iso- 
lation stage, in which a fight for the victim’s life may be 
of prime importance, the principle of protection also ap- 
plies. During this first week or two, the sensory system 
may be more disturbed than is the motor, although by 
about the third day some sign of motor disturbance is 
usually observed. During the first three or four days 
absolute quiet in bed, in the horizontal position, is to be 
maintained. A moderately darkened room and quiet 
should be the rule. The medical and nursing attendance 
should be reduced to the least necessary to meet the es- 
sentials of propr care. If the patient is isolated at home, 
family attendance should be almost wholly forbidden. 
During the short stage of sensory disturbance, a well 
padded Bradford frame is a valuable adjunct in main- 
taining mechanical protection. When any degree of mo- 
tor paralysis presents, the parts involved should receive 
mechanical protection. A paralysis of the neck muscles 
can be met by a small pillow, placed on the frame and 
supporting the neck; or by building up a special head- 
neck rest on the Bradford frame. Gauze covered pieces 
of felting may be shaped and sewed to the canvas of the 
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frame, to fit nicely to the rear of the neck, the head and 
the shoulders. The head and neck must be held with- 
out muscle strain. Paralysis of the shoulder, the arm or 
the hand may not need much protection during this short 
acute stage; yet the attending physician, or consultant, 
must see to it that no part is allowed to lie in a strained 
position. It is so easy for a muscularly limp arm to fall 
and lie in a position of muscle strain. A faculty posi- 
tion may be overlooked. Such a weakened arm can be 
gently bandaged to the side of the body or supported by 
small cushions. Of even more importance is the pro- 
tection from strain of the lower extremity. It is the 
most frequently involved region and strains of weight 
bearing will be great when the patient shall later stand 
or walk. Even while lying on the back in bed, in this 
acute stage, there are certain real strains of the legs and 
feet to be combated. The principal ones are those of 
foot-drop and rotation at the hip. An immediate way to 
meet this is by building a trough of rolled blankets for 
the leg and foot to lie in, with a transverse so placed 
beneath the sole as to hold the foot at right angles to 
the leg. A better way is to prepare a trough-like splint 
of plaster of Paris. This is made as follows: The leg 
and foot, from just below the knee to the toes, are 
wrapped in sheet-wadding bandages. Plaster of Paris 
bandages are applied over this, evenly and smoothly, 
with special attention to keeping the foot at right angles 
to the leg and in a neutral position laterally. 1f there is 
beginning contraction of the tendo Achillis, it may be 
overcome by an assistant holding the leg (the knee) at 
right angles while the plaster of Paris dressing is applied 
and until it sets. When the plaster is set, the knee may 
be gradually extended without discomfort to the pa- 
tient. While applying the plaster dressing two small 
pieces of wood are incorporated—a/ a small block just 
back of the upper calf part of the plaster, to insure 
against over extension of the knee and b/ a transverse 
“spur,” about four inches long, back of the heel part, 
to keep the entire limb from rotating at the hip. Care 
must be taken that both of these adjuncts shall not press 
unduly on unset plaster and thus make a pressure sore 
on the skin. In two days, this plaster casing may be 
cut into antero-posterior halves. In large city hos- 
pitals, where patients may be admitted by the scores 
daily, the mechanical work may be so great as to ex- 
clude the possibility of history recording. Experience 
shows that an efficient record of date of application of 
any plaster dressing and of type of disability may be 
written on the drying plaster, with the indelible-ink 
pencil. When, in addition to the sudden load on the hos- 
pital, it is found necessary ot transfer many patients to 
other hospitals (as in 1916, in New York City) with un- 
finished plaster work applied, the value of an easily read 
record is obvious. 

Protective care need not interfere with, but should aid 
the specific treatment—medicinal, spinal puncture, blood 
serum—of the acute stage. General treatment will fall 
far short of the end desired, if it fails to secure this 
protection. One may not too strongly emphasize that 
the permanent usefulness, the physical efficiency, of the 
victim of paralysis is conserved by strict attention to the 
details of protection from strain and the prevention of 
deformity, and conversely is retarded by the lack of it. 

With the onset of the convalescent stage arises the 
danger of allowing too rapid return of usual functions 
of the muscles. The fever, the localized sensitiveness 
and the general picture of a sick child have ceased. 
There remains only the evidence of paralysis. The 
parents and the patient (if old enough) wish to resume 
the activities practiced before the attack. This is a natural 
attitude, and would be the correct one in many ordinary 
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diseases of childhood. But in poliomyelitis, as in the 
acute inflammatory attacks of the heart, resumption of 
the use of the muscles involved must be very gradual 
and efficiently guarded. In the latter days of the acute 
stage, the parts paralyzed may be mapped out; but the 
attendant cannot yet know which parts are to be consid- 
ered as those of temporary paralysis and which, if any, 
may result in permanent paralysis. It is his duty to con- 
sider all disabled parts as those of temporary paralysis 
and to afford proper protection to all weakened parts. 
Only thus will the temporary paralysis “come through” 
without deformity; only thus will the permanent diis- 
ability (if it is inevitable) eventuate with the minimum 
of disability and deformity. 

It is important to distinguish between disability and 
deformity—although deformity is also an added disabil- 
ity. Disability is the immediate effect of the disease. It 
is the paralysis, the inability to move a part. It may be 
extensive; it may be quite localized. Deformity comes 
later. It is the direct effect of imbalanced paralysis, of 
unequal muscle pulls on a given joint. It may occur 
wherever there is unequal muscle pulling. Deformity 
is the characteristic feature of the convalescent stage of 
poliomyelitis. Mere muscle imbalance is not the only 
mechanical cause of deformity. Persisting gravity 
pullings on parts not efficiently protected and body 
weight-bearing on unprotected parts are important fact- 
ors in the development of deformity. Some of the 
most frequently observed deformities of infantile par- 
alysis are club foot, hip-knee flexion, lateral curvature 
of spine; but many others may develop. Deformities 
may occur in the bedridden and in the habitués of wheel 
chairs. Some of the worst hip-knee flexion deformities 
have followed lack of proper protection in the bed and 
the chair patients. 

Deformity carries with it not only its own disability, 
but it is a distinct retarder of natural muscle recovery. 
This is important and its reason should be understood. 
The mechanism of the deformity is such that the part 
deformed is habitually held toward the side of the 
stronger muscles, which are thus contracted and may 
become badly shortened. There is also a corresponding 
stretching of the weaker muscles. While this stretching 
continues the weak muscles cannot recover their tone. So 
long as the contraction of the strong muscles is not 
fixed, so long as strong muscles are not shortened in 
their structure, manual correction of the deformity may 
be made and proper means of guarding against its re- 
currence may be applied. But when the strong, contract- 
ed muscles are truly shortened, when corresponding joint 
ligaments are shortened and when adaptive changes have 
taken place in the bone ends involved, nothing short of 
operative procedure will restore symmetry of the part. 
Such severe and needless deformity is often encountered 
by the orthopedic surgeon. The importance of the pre- 
vention of deformity is therefore obvious. It is a pri- 
mary duty of the attendant in caring for the patient in 
the convalescent stage. 

The details of the after care of the convalescent stage 
—bracing, prevention of deformity, muscle re-education 
and gradual resumption of usual activities—are too in- 
dividualistic to find a place in this paper. Some prin- 
ciples, however, should be outlined. 

In the so-called abortive cases, a fairly rapid resump- 
tion of activity may be allowed. These patients seem to 
show no sign of paralysis. Three or four weeks in bed 
is usually enough. The physician in charge should make 
thorough examination at increasing intervals, for one 
year, to assure against undetected slight paralysis in some 
part. The pediatrists have given the profession the 
stimulus for such periodic examinations. ° 
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In the early stages of convalescence and where there 
is an extensive paralytic invalvement, complete bed 
treatment is essential. One must consider the first 
weeks of convalescence as needing quite as much rest 
and support as does the patient in the acute stage. It is 
to be repeated that the paralysis at this time may be of 
extensive involvement, and that recovery of most of it 
is furthered by complete rest. The first sitting up in bed 
may be well protected by the inclined back-rest. If there 
is involvement of the arm, the back-rest should have a 
transverse piece of wood fixed to it, at a proper place to 
support the arm. A special occiput shelf may be applied 
to support weak neck muscles. Leg weaknesses must be 
supported as outlined in the discussion of the acute 
stage. Back and abdominal muscle weakness requires 
a long time in the horizontal position. The Bradford 
frame is excellent for this. 

Bulbar paralysis is more startling in the acute stage 
than is spinal cord paralysis. It is in the bulbar type 
that death occurs from respiratory failure. But of those 
who do not succumb, recovery may take place quite early. 
For these cases rest in bed may be all that is necessary, 
yet the physician should be on guard to supply protection 
when indications of local weaknesses present and to pre- 
vent deformity. 

As the patient begins to be up and about new problems 
in protection arise. Everybody concerned is delighted to 
see this new phase of recovery and, unless well guarded, 
much strain to weakened parts occurs. 

The details of bracing are as various as are the dis- 
abilities to be supported and the deformities to be pre- 
vented. Proper bracing is of exceeding value. At the 
correct phase of recovery, judicious bracing allows the 
patient to discard the more complete support of the bed 
and to assume greater activities and yet to protect what 
must be protected. The brace should be as light as may 
be and yet meet the needs of the disabled part. It should 
be used just so long as the part requires the support, but 
no longer. As recovery progresses a lesser amount of 
support is substituted for a greater. The decisions con- 
cerning bracing should never be left to the instrument 
maker. He is no more competent to make them than is 
the optician to take the place of the oculist. Measuring 
for a brace may be left to a good mechanician, if the 
physician has not skill in this; but the medical attend- 
ant, undertaking the care of poliomyelitis convalescents, 
should outline for the brace man just what he wants and 
he should have experience enough to pass on the merits 
of the brace furnished. 

Thoughtful short time use of plaster of Paris dress- 
ings is of great value, especially when the part is cold 
and blue and much wasted. This form of splinting may 
be applied at once, exactly as desired, and the warmth 
of the protective cotton is recuperative. 

This paper stresses protection as it is of outstanding 
importance through the entire care of infantile paralysis. 
There comes a time, however, when the immediate ef- 
fects of a profound disturbance of the physiological 
functions have subsided and when Nature’s effort 
toward recovery may be cautiously aided by certain 
active measures. The earliest of these, in the conval- 
escent stage, is the hot water bath. Sea salt or epsom 
salts seem to add a beneficial stimulant to the water. The 
child is immersed, except the head, in the water and 
encouraged to use the limbs actively. At first this should 
be very gently. No motions which hurt should be al- 
lowed. The duration of immersion and the amount of 
voluntary effort used may be increased daily. After the 
bath and thorough drying, the patient is returned to 
whatever form of protective apparatus is then used. 
The hot bath is very valuable in the early weeks of con- 
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valescence, when the temporary paralytic involvement is 
quite extensive. It greatly aids the “come back” of 
much of the less profound involvements of paralysis. 

In the last few years, special warm water bathing 
pools have been established at Children’s Hospital, Los 
Angeles, at Warm Springs, Georgia, and elsewhere. 
They are of much value in aiding the recovery of para- 
lyzed muscles. The water is warm, it is but two to 
three feet in depth and the pools are supplied with con- 
crete plinths and other apparatus to aid in the muscle 
re-education work. Special trainers enter these baths 
with the patients and skilfully aid in the muscle training. 
The key to the usefulness of the warm water training 
pools lies in the fact that the water supports a large 
portion of the body weight and allows muscle training 
to be concentrated on the part desired, without danger 
of strain from weight-bearing. 

Special muscle re-education may be obtained on a 
smooth-topped table. Muscle re-education is a highly 
specialized field of work, which, however, a physician 
may enter and should supervise. Certain points are to be 
considered. As far as possible, such movements of 
parts as are allowed should be voluntary—the patient 
should at least voluntarily initiate them. If unable to 
carry a motion through, the trainer will aid the volun- 
tary effort. Every motion should be .carried through 
to its physiological limit. Better a few motions com- 
pleted, on a given day, than many uncompleted. The 
part moved slides on the table; there must be no weight- 
bearing to cause strain. Friction of the table top is 
lessened by the use of talcum powder. This work is 
given to individuals, by skilled trainers. 

In large hospitals, when the patients are stronger, 
groups of patients may be cautiously exercised on the 
floor, covered by thin gymnasium mats. As a pedigogi- 
cal problem, experience has shown that patients are 
better grouped by age and mental attainment than by 
physical disability. A group of six, or at most eight, 
is all that a physical trainer can well attend to at one 
time. Such group work starts in lying positions, from 
which they are given simple rollings and simple arm and 
leg carrying by sliding on the mats. A little later dou- 
ble arm and knee support (quadruped) postures may 
become the starting positions for various arm and leg 
movements. And so progression is made to kneeling, to 
the low parallel bar hand-support standing positions. 
These progressions may take weeks and even months to 
attain. They should never be made faster than the in- 
dividual needs of the patients warrant. Individual 
training has the advantage of better concentration on 
the peculiar needs; group training has the advantage of 
competitive stimulation to the individuals. 

Gentle massage is an aid, but not so valuable as is 
muscle re-education. As often given, it is distinctly 
harmful. Heavy kneading and pétrissage are decidedly 
contraindicated. Massage is of value to the cold, blue, 
wasted limbs. In these cases, the object should be to 
rub in gently a measured amount of pure olive oil and 
to stop at that. 

Electricity has had its advocates for many years. In 
the hands of some, the use of electricity may be of 
value, but the writer considers the danger of its over 
stimulating to be so great as to interdict its use except 
in the hands of the most experienced. 

In the use of all methods of active physiotherapy, 
whether in special baths, by special muscle re-education, 
by massage or by electricity, the physician or the con- 
sultant controlling the case must guard against over 
stimulation. These muscles are very weak. They must 
be “tenderly nursed back to normalcy.” Over training 
makes them “go stale” more easily than does the col- 
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lege athletic team. The writer has found the compara- 
tive girth measurement a valuable aid in gauging the 
relative efficiency of these modalities and indeed of 
decisions when to brace, or to lessen bracing or to add 
more or less of active stimulation. Increase in girth 
measurement indicates increase in active stimulation ; 
decrease in girth measurement calls for more protection. 


The convalescent stage is a long one. It must be 
thoughtfully planned for and _ consistently carried 
through. It ought to be a hopeful period. Much re- 
turn of power is to be expected; return of power with 
a maximum of efficiency and a minimum of deformity 
is to be striven for. 

If, however, the severity of the original attack was 
so great that, in spite of such care as has been here 
outlined, there remains a “residual paralysis,” its loca- 
tion—the extent of its disability—will be apparent by 
the end of the first year. On the other hand, in the 
second year, the consultant often sees a case with ap- 
parent residual paralysis, which is not necessarily a com- 
plete paralysis. Too many patients have been carried 
through this first year without sufficient protective care, 
and with too much over stimulation. The weak muscles 
have been strained and deformities have occurred. Those 
cases, on having their deformities corrected and on being 
given late protective treatment, “come back” to a con- 
siderable extent. At any rate, the skilled orthopedic sur- 
geon, on seeing such a tardily referred case, usually de- 
cides to give the patient the advantage of deformity cor- 
rection and delayed protective treatment. 

There comes a time, nevertheless, in some cases when 
there can be no question that residual paralysis is present 
and that the patient has definite residual disability. This 
is, however, by no means a hopeless situation. Much 
of the disability may be compensated for. The surgeon 
and the patient discuss the situation after the surgeon 
has carefully appraised it. The consultant states that 
such and such disability exists. If the patient continues 
without bracing, he will still have an ever increasing 
tendency to deformity and may be (in some cases) bed- 
ridden or chair ridden. If he wishes more or less per- 
manent bracing, he may expect increased general effi- 
ciency, with the necessity to renew the braces from time 
to time. The skilled orthopedic surgeon, however, offers 
the reconstruction operations with the reasonable expec- 
tation of a high percentage of efficiency and a fairly 
prompt discarding of artificial support. 

The details of late bracing are not within the scope 
of this paper; to emphasize the value of it is a duty. 
The reconstructive operative procedures are as various 
as are the disabilities and deformities to be overcome. 
This paper may properly state concerning them that 1/ 
the general public, even the medical public, is scarcely 
aware of the marked return of efficiency which follows 
the wisely selected operation; 2/ bone stabilization has 
largely replaced tendon transplantation work, as proving 
more efficient, though some transplantations, such as 
using strong hamstring muscles to reinforce a paralyzed 
quadriceps group, changing a weak knee control to a 
strong one, are still used; 3/ in the severely crippled, 
often several operations may be required. Through mis- 
understanding of this, some patients and perhaps some 
family doctors have been discouraged. The consultant 
should, at the beginning, make quite clear the possible 
necessity of more than one operation; 4/ A first opera- 
tion may result in such a lessened degree of strain to 
other parts and result in such improvement to these parts 
as to obviate the necessity of one or more of the later 
operations previously supposed indicated. Thus a wab- 
bly foot and ankle, ably stabilized by operation, may so 
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lessen the strain on a weak knee or hip control as to les- 
sen previous indications for secondary operations on 
knee or hip. 

SUMMARY: 

1. Though poliomyelitis is one of the most dreaded 
of the diseases of childhood and early adult life, the fear 
of it is exaggerated. This fear is due to ignorance. It 
is not realized that Nature tends toward recovery and 
that skilled care reduces the paralysis to a minimum, 
minimizes deformity and carries the patient through to 
a maximum of efficiency. 

2. To conserve muscle tone, to aid restoration of mus- 
cle power and to prevent deformity, protection is the un- 
derlying principle of procedure. 

3. Methods of bracing and other forms of protection 
are discussed. 

4. Protection leads gradually into progressive muscle 
stimulation. 

5. Muscle re-education is the most valuable form of 
physiotherapy. 

6. Deformity delays restoration of muscle power, is 
an added disability and must be prevented or minimized. 

7. Even when there is residual paralysis, there is 
hope of much added efficiency by carefully selected re- 
constructive operating. 

80 Hanson Place. 


Autoserotherapy in the Treatment of Chronic Rheumatism 


It is a decidedly melancholy fact that in spite of the vaunted 
progress of medical science, including treatment, that in the past 
fifty years the treatment of chronic rheumatism, so called for 
lack of clearer differential terms, has not advanced greatly. In- 
deed, the treatment today, as it was fifty years ago, is almost 
wholly symptomatic. What little progress has been mage is in 
the association of certain rheumatic manifestations with foci of 
infection and the dissociation of rheumatism in children from 
that which occurs in adults. 

If one believes then that an essential factor in the etiology of 
rheumatism is microbic, and there are many who hold this belief, 
then one follows the obvious course of treatment, namely, vaccine. 
But it may be said that vaccine treatment has been widely used 
and given up in a large number of cases because it has seemingly 
failed. Some have been frightened because patients who were 
treated by injections of streptococcus vaccines thereby appeared 
to have been made worse while in other cases it resulted in only 
temporary improvement. Perhaps some of the failure to obtain 
favorable results by such treatment may be attributed to incorrect 
dosage and a faulty selection of vaccines. However, the question 
is of so wide a scope that it is impossible in a brief editorial to 
deal with it thoroughly. 

Autoserotherapy for the treatment of chronic rheumatism has 
its advocates and among these is Dr. P. LeFloch, assistant out 
patient physician at the Hospital Bon Secours, Paris, who writes 
in the Franco-British Medical Review, December, 1930, on the 
subject. As is the case with all physicians, Dr. LeFloch is 
confused by the obscure definitions of chronic rheumatism and 
points out that the term is too often a refuge for the destitute 
in the matter of diagnosis. He makes use of the term rheumatism 
in its widest sense, including not only forms in which the synovial 
membranes are primarily involved, such as synovitis, serositis, 
tenositis, and arthritis, but also monarticular or polyarticular 
pains not accompanied by well marked inflammatory manifesta- 
tions or changes in the osteocartilage due to multiple causes. 
Without entering into details the statment may be made tha’ 
the results on the whole were quite satisfacory. 

Dr. LeFloch is of the opinion, judging from his experience 
that in various chronic socalled rheumatic affections autosero 
therapy will yield results sufficiently striking for it to be wort! 
trying, even in cases where even other treatment has proved use- 
less. The cases which seem to yield the best results are thos: 
which are accompanied by mononucleosis, or at any rate, th: 
absence of polynucleosis. If, as said before, views on the treat- 
ment of rheumatism depend upon the assumption that an essentia 
factor in the etiology is microbic, then vaccine treatment anc 
autoserotherapy are rational methods of combating the infectior 
and when good results follow both modes it cannot be urge: 
plausibly that it is coincidence altogether, or that it is the psycho 
logical factor which has produced the satisfactory outcome —Med 
Jr. Rec., July 1, 1931. 
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Acute Surgery of the Abdomen’ 


Joun Dovctas, M.D., 


SURGEON, ST. LUKE'S HOSPITAL; CONSULTING SURGEON, BELLEVUE AND KNICKERBOCKER HOSPITALS. 


N acute pathological condition within the abdomen 
often calls for a rapid decision as to the need of 
operation. This necessitates a diagnosis based on 
careful questioning and a painstaking and complete ex- 

amination. With an early and careful examination, and 

a resultant prompt diagnosis when possible, the patient’s 
chances of recovery are multiplied. Also in a case pre- 
senting many difficulties of diagnosis, early localizing 
symptoms are later obscured with the more generalizing 
of the symptoms. A familiar example of this is in the 

case of ruptured duodenal ulcer when the pain and rig- 
idity are first localized in the upper abdomen and later 

the pain and rigidity in the right lower quadrant might 
lead to the not uncommon mistake of suspecting appen- 
dicitis. 

There are certain acute abdominal lesions of such an 
obscure or complicated nature that an absolute pre-opera- 
tive diagnosis is practically impossible. For example, 
one may cite a patient who previous to admission to the 
hospital had slowly developed a complete obstruction due 
to a carcinoma of the descending colon which resulted 
in a rupture of the cecum. He was moribund at the 
time of admission, had all the signs of a perforative 
peritonitis as well as a history of obstruction extending 
for more than a week. 

In most cases, however, a correct diagnosis can and 
should be made, and one will make the least number of 
mistakes in making a diagnosis, not by attempting to pin 
a name on a group of symptoms or physical signs which 
may be observed, but by a process of exclusions of all 
the diagnoses which do not account for the symptoms 
present. I have found this out by my own mistakes. 

As a rule the history of the patient suffering from an 
acute abdominal lesion will suggest that the case fall 
into one of several main groups such as: 

First, A traumatic lesion usually causing a rupture 
of some abdominal viscus or sometimes a retro or intra 
peritoneal hemorrhage. 

Second, An inflammatory condition of the peritoneum 
originating in some viscus. 

Third, Some form of intestinal obstruction. 

Fourth, A gynecological lesion (non-inflammatory) 
such as a ruptured ectopic pregnancy or ovarian cyst 
with a twisted pedicle. 

Fifth, Certain conditions not falling under these classi- 
fications, such as acute pancreatic necrosis or mesenteric 
thrombosis. 

It would be quite impossible to follow out in detail all 
the steps of differential diagnosis between these many 
pathological conditions without requiring too much time, 
and I shall, therefore, only attempt to recall to your at- 
tention those points which we all are apt to fail to re- 
call when presented with some diagnostic problem. Of- 
ten our mistakes of diagnosis are not due to lack of 
knowledge of certain facts, but failure to develop cer- 
tain facts or symptoms: from the history or examination 
of the patient, and after balancing their relative values, 
to then eliminate all those pathological conditions which 
do not fit in with the facts. Let me then consider briefly 
these various groups. 

‘sroup 1: Traumatic Lesions. Certain key symptoms 
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lead to the presumption following an abdominal trauma, 
that the results of injury within the abdomen require 
early operative interference because of rupture of a solid 
viscus causing hemorrhage, or of a hollow viscus to limit 
the spread of peritonitis. 

Signs of hemorrhage may be difficult to differentiate 
from shock at first, but a blood examination in the 
presence of a large hemorrhage will show a lower hemo- 
globin and red cell count and even a small hemorrhage 
into the perituneal cavity soon shows a polymorpholeu- 
cocytosis. Blood in the peritoneal cavity also causes ab- 
dominal rigidity just as does peritoneal suppuration, but 
this rigidity is often difficult to differentiate from the 
voluntary rigidity resulting from pain caused by the 
pressure of examination on the traumatised abdominal 
muscles. In the presence of large hemorrhage, movable 
abdominal dullness may assist in diagnosing and locating 
the lesion. 

When the intestine has been ruptured, by perforation 
of an ulcer, a crushing injury or penetrating wound, in 
addition to the other signs the loss of liver dullness 
should always be looked for. If this cannot be demon- 
strated with certainty by percussion, if the patient is in 
the hospital a radiograph should be taken. This, to be 
of any value, should be taken with the patient sitting up, 
or lying on the left side to allow the gas to rise to the 
highest point. This is most important as I have known 
a negative report to be made when the radiograph was 
taken in the prone or dorsal position. This latter point 
is also of value in the diagnosis of subphrenic abscess. 
It must be remembered, however, that this symptom is 
not always present. 

A polymorpholeucocytosis appears early after rup- 
ture and perforation of a hollow viscus, but contrary to 
what has been taught in the past, this is of no value in 
perforated typhoid ulcer. An examination of the records 
of many years of Bellevue Hospital by Livingston shows 
that the blood count may rise, fall or be stationary for 
many hours after perforation, and should be given no 
value if a rise does not occur. 

It is also to be remembered that retroperitoneal hemor- 
rhage may occur after a trauma, or there may be a re- 
troperitoneal rupture of the duodenum which gives no 
symptoms of peritonitis or loss of liver dullness, thus 
masking the symptoms. I have seen one such case of 
the latter after a crushing injury and others have been 
reported. 

One must also keep in mind the possibility of rupture 
of an abdominal viscus after an injury which might 
hardly be expected to cause such a serious lesion. I 
have seen a ruptured kidney in a boy caused by a fall 
from a bicycle. A motorman had a ruptured kidney by 
being struck in the lumbar region by the suddenly re- 
leased revolving brake handle. I operated on a boy with 
a ruptured liver caused by a fall from the seat of a 
wagon on which he was riding, and another child 
had a badly ruptured spleen caused by being struck and 
knocked down by a slowly moving automobile. Such 
ruptures of the solid viscera are particularly apt to occur 
in children. Rupture of the bladder nearly always oc- 
curs when the organ is distended and often when the pa- 
tient is intoxicated and while it is frequently difficult to 
get an accurate history of the nature of the accident, it 
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occurs apparently without trauma of a very violent na- 
ture. 

After any severe abdominal or body trauma, one should 
always examine the specimen of urine voided. If the 
patient cannot void, a catheterized specimen should be 
obtained. If the bladder is empty, or only a little bloody 
urine obtained, a small measured amount of sterile boric 
acid solution should be injected and the return measured 
to determine if the fluid escapes within the peritoneal 
cavity. If the rupture is extraperitoneal, this will be 
more difficult to determine. 

Group 11: Inflammatory Lesions. Acute peritonitis 
with the exception of unusual cases of pneumococcus 
peritonitis is practically always secondary to some inflam- 
matory lesion in the abdominal or pelvic viscera, so that 
the early symptoms are those of the primary lesion, and, 
of course, the diagnosis of the primary lesion should be 
made before peritonitis develops. Often the symptoms 
are classical and typical so that the diagnosis is easy. 
Many times they are obscure. Appendicitis cases form 
by far the largest group of abdominal lesions. Of course 
where the symptoms follow the Murphy grouping, in 
the order to which he called attention, of general ab- 
dominal pain first, later becoming localized, nausea, then 
vomiting, temperature elevation, local tenderness and 
rigidity and elevated white blood count, the diagnosis is 
easy. But where some of these symptoms are lacking, 
as they frequently are, it is often difficult to determine 
the need of immediate operation. Not infrequently one 
finds a completely gangrenous appendix fulminating 
within eight or ten hours without any vomiting or nau- 
sea. One finds a gangrenous appendix in a patient with 
a temperature no higher than 100 deg. Fahr. But in 
many of these cases the blood count indicates the severity 
of the lesion. Local tenderness and rigidity are the two 
most reliable of symptoms but there may be very little 
or almost no abdominal rigidity in the presence of a 
badly inflamed appendix if the appendix is situated re- 
trocecally, in which case the tenderness is more marked 
in the flank, or in a case where the appendix dips down 
into the pelvis. For this reason, rectal examination 
should always be done in a suspected case of appendicitis. 

Pathological conditions from which an acute appen- 
dicitis will have to be differentiated are perinephritic ab- 
scess, stone in the right kidney or ureter, inflammatory 
condition in the right tube and ovary, acute gall-bladder, 
or some acute gastro-intestinal lesion, such as acute gas- 
troenteritis or ptomaine poisoning, or perforated duo- 
denal or gastric ulcer. A consideration of the latter 
condition I shall take up later. 

When appendicitis is suspected but the order of symp- 
toms appears in different sequence to that pointed out by 
Murphy, some other condition must be considered. If 
from the beginning the temperature is high, out of pro- 
portion to the local symptoms, or if the vomiting pre- 
cedes the abdominal pain, it is probably some other con- 
dition, rather than appendicitis. One of the frequent 
errors in the diagnosis of appendicitis, particularly in 
children, is to mistake an acute pyelitis for an appen- 
dicitis, and it must be remembered that the urine during 
the stage of high temperature may not show very much 
pus on which to make a diagnosis of pyelitis, as the 
cause of the high temperature is frequently the fact that 
the ureter is plugged temporarily, thus preventing pus 
from appearing in the urine. Careful questioning will 
usually elicit a history of radiation of pain to the lower 
genito-urinary organs in the case of renal or ureteral 
calculus, together with increased frequency of urination. 
The failure to give due consideration to these symptoms 
is the cause of occasional mistakes. 

One of the most difficult and also frequent decisions 
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one is called upon to make is to differentiate between an 
acute appendicitis and an acute salpingitis, because in the 
former an immediate operation is imperative while in 
the latter delay is indicated as the inflammation may 
subside entirely or be allowed to “cool off” before opera- 
tion. 

A pelvic examination should, therefore, always be 
made on a woman in whom appendicitis is suspected. 
If a tender mass in the region of the tubes and ovaries 
with a fixed uterus can be palpated, the decision is not 
difficult. If there is no mass, and only tenderness dem- 
onstrable on the right side, it may be due to an appendix 
dipping down into the pelvis, or the tenderness may be 
caused by an inflamed ovary. When no mass can be 
felt and tenderness is present, a history of painful, fre- 
quent urination or a urethral discharge or the possi- 
bility of recent gonorrhoeal infection should be sought. 

In children the possibility of pneumonia must always 
be considered, as the pain is frequently referred to the 
abdomen, before physical signs develop. A radiograph 
of the chest will frequently demonstrate the lesion before 
physical signs can be elicited. Pneumococcus peritonitis 
in children is also mistaken for appendicitis. With a 
careful examination, typhoid should not be mistaken for 
appendicitis but the mistake frequently occurs early in 
the disease. The relatively high temperature, with slow 
pulse, coated tongue, general malaise, lack of rigidity, 
the small amount of local pain and tenderness and par- 
ticularly the low polynuclear leucocyte count, enlarged 
spleen and typhoid spots make the differential diagnosis. 


Perforated gastric or duodenal ulcer, in the typical 
case, presents classical symptoms. The very acute, se- 
vere upper abdominal pain, the collapse of the patient, 
extreme board-like rigidity of the abdomen, and in many 
cases the loss of liver dullness, together with a previous 
history of indigestion, should make the diagnosis easy. 
However, the fact that the perforation usually occurs in 
the duodenum or pyloric end of the stomach allows the 
escaped contents to run down the right gutter of the 
abdomen, so that the rigidity and pain, as well as the 
local tenderness, become marked in the right lower 
quadrant and not at all infrequently, in fact, very fre- 
quently, the condition is diagnosed as appendicitis. Fur- 
thermore, a very large number of ulcers perforate with 
absolutely no previous history of previous gastric dis- 
turbance. Or, in many cases, the patients are so sick, 
and in such severe pain, that it is difficult to get any 
history of a previous lesion from them, which frequently 
may be obtained on questioning during their convales- 
cence. Loss of liver dullness or the presence of gas 
shown by X-ray in the upper abdomen can often be 
elicited but not always. One case on which I operated 
for a perforated duodenal ulcer, perforated about four 
hours after an opaque barium meal for the purpose of 
radiographic examination, and careful radiographic study 
was made to demonstrate the presence of this gas which 
could not be found. 

An acute gall-bladder inflammation does not, as a rule, 
present any great difficulty in diagnosis, except in those 
patients who form a fair proportion of those having gall 
bladder lesions, the very obese. Unless the abdominal 
wall is too thick, the gall-hJadder can usually be felt and 
the tenderness and local rigidity make the diagnosis. 
Unless there is accompanying lesion or obstruction of 
the common duct, one certainly should not wait for 
jaundice to appear in these cases in order to make a 
diagnosis. While an acute gall-bladder inflammation 
does not call for immediate emergency operation as docs 
an acute appendicitis, I see no reason for delaying op- 
eration in the presence of acute inflammation of the gall 
bladder until all of the acute symptoms have subsided, as 
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has been advocated by many surgeons. In those pa- 
tients, usually the ones with an accompanying jaundice 
due to common duct obstruction, a determination of the 
coagulation time of the blood and a blood chemistry 
should be done before operation in order to determine 
the liver and kidney function and prepare the patient 
to better withstand the operative procedure necessary. 
The determination of the operative time is a matter for 
careful consideration as perforation or gangrene of the 
gall-bladder sometimes occurs. 

Symptoms resembling those of acute appendicitis on 
the left side, particularly in older and stout patients, must 
make one consider an acute diverticulitis of the sigmoid. 
I have, however, operated for an acute gangrenous ap- 
pendix on a patient with a complete transposition of the 
viscera, the appendix of course being in the left lower 
quadrant. 

Group 111: Intestinal Obstruction. Cases of in- 
testinal obstruction naturally fall into two divisions, 
the acute cases where the obstruction is due to stran- 
gulations by bands, adhesions, volvulus, etc., which usu- 
ally occur in the small intestine, and obstructions due to 
obturation caused by carcinoma, strictures, fecal impac- 
tion, or occasionally gall-stones. While the latter type 
occurs in the small intestine and an occasional growth 
from the small intestine may cause obstruction by obtura- 
tion, most of these cases of obstruction by obturation 
occur in the large intestine. 

In the former group of cases, the symptoms are acute, 
and the pain, early vomiting and acceleration of the 
pulse rate are apt to cause a diagnosis of an acute gastri- 
tis or, perhaps, sonie inflammatory condition such as ap- 
pendicitis. The absence of abdominal rigidity, even where 
some local tenderness may be found, and the lack of 
fever and leucocytosis, are, of course, in favor of ob- 
struction. Previous history of an operation, and the pres- 
ence of an abdominal scar, indicating a previous gyne- 
cological or appendix operation, always make one suspi- 
cious of an acute obstruction. It is most essential in 
such cases to make a most careful examination of the 
femoral, inguinal and umbilical regions; to search for a 
small, strangulated hernia of which the patient is fre- 
quently unaware, and of which the physician gets no 
previous history. I emphasize the importance of this 
matter as I have in the past overlooked a small, stran- 
gulated hernia and failed in the correct diagnosis, and 
I have seen it frequently done by others. Again, a rec- 
tal and occasionally a vaginal examination may assist in 
the diagnosis by allowing the palpating finger to feel a 
distended loop of small intestine in the pelvis. 
Obstruction due to carcinoma of the intestine is not 


always easy to diagnose early. Usually there is a pre-— 


vious history of constipation but the latter is such a com- 
mon condition that its presence is not a great aid to di- 
agnosis, and the complete shutting down of the lumen 
of the bowel frequently occurs with little or no previous 
warning. While a mass may be palpable, if the patient 
is stout it may be quite impossible to even feel a large 
mass and in many carcinomas of the large bowel there 
is no large tumor. The growth is small, it occurs largely 
within the bowel and may be located in the splenic flex- 
ure or descending colon where no mass can be felt. It 
is also to be remembered that the obstruction may be ab- 
solute for as long as forty-eight hours or even longer 
before vomiting occurs, unless large quantities of ca- 
tharties have been administered. Occasionally obstruc- 
tion is the first symptom of a high carcinoma of the rec- 
tum, although this is not the rule and the growth may 
be felt by digital examination. Bloody or foul smelling 
stools should always indicate a careful examination. 
Above all things, fecal vomiting should not be waited for 
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before a diagnosis is made and operation performed. 

If obstruction is suspected, cathartics should never be 
given, although unfortunately they usually are. Re- 
peated enemas or high colonic irrigation should be ad- 
ministered, and, if these alone are without avail, a dose 
of pituitrin should be given, while the enema is retained. 
If this is ineffectual, an operation should be done, before 
which, of course, an attempt should be made to localize 
the seat of the obstruction in order to determine the lo- 
cation of the operative incision. The most valuable di- 
agnostic point here is the possibility of determination of 
whether the caecum and the rest of the large intestine 
are distended with gas. Frequently in a patient who is 
not too stout, this can be determined by percussion or 
palpation. If the obstruction is low in the large intes- 
tine, the distention is greater than if the obstruction is 
in the neighborhood of the ileocecal valve. An obstruc- 
tion low down in the large intestine, as, for instance, the 
sigmoid region, is suggested where on attempts to give 
enemata, only small portions of the fluid can be injected 
or retained. An X-ray examination by means of a plain 
plate without an opaque meal or enema is often of great 
diagnostic value by demonstrating the presence of gas in 
certain portions of the large or small intestine. This aid 
to diagnosis is not used sufficiently frequently. A radio- 
graph taken after the administration of a barium clysma 
is often, if this can be done, of the greatest value in 
localization of the obstruction. I wish, however, to 
warn most forcibly against the administration of a bari- 
um meal in the hope of localizing an intestinal obst:uc- 
tion, as I know of two cases where perioration occurred 
above the obstruction, due te the administration of the 
barium meal, and, even if the latter does not occur, the dis- 
tention of the bowel! above the seat of the obstruction 
renders the operative procedure infinitely more difficult. 

In some cases where the diagnosis is apparently not 
particularly difficult, the unexpected, which could hardly 
have been foreseen, is found. I remember one patient 
in whom a thin abdominal wall made possible the palpa- 
tion and percussion of a considerably distended right 
colon with a collapsed descending colon and sigmoid, 
and, as the patient was a woman of sixty-four years of 
age, this made the diagnosis of carcinoma of the trans- 
verse colon quite apparent. Instead of finding this, 
however, there was a hernia of the small intestine into 
the foramen of Winslow and the obstruction in the 
transverse colon was due to pressure caused by the loop 
of small intestine entering the foramen and pressing on 
the transverse colon as it crossed in front of it. In an- 
other elderly woman seen with the symptoms of obstruc- 
tion, apparently in the region of the ileocecal valve, but 
in whom the patient was apparently too fat to feel any 
tumor, it was believed that a carcinoma of the ileocecal 
region was present, but, at operation, a very small 
knuckle of gut was caught in the entrance to the right 
femoral canal and strangulated, although this could not 
be palpated before the time of operation from without. 

In children, particularly in babies under two years of 
age, the presence of an intussusception must always be 
considered. The diagnosis will depend on the collapse, 
rapid pulse, the presence of a palpable tumor usually 
beginning on the right side, frequently felt crossing the 
region of the transverse colon, the apex sometimes being 
palpable by rectal examination, and the presence of rec- 
tal tenesmus with bloody mucus in the discharge per 
rectum. 

Among the most difficult problems of diagnosis are 
those cases which do badly after an appendix operation, 
where one must determine whether the patient is suffer- 
ing from an infection with a spreading peritonitis or 
from a mechanical obstruction of the small intestine, 
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due to inflammatory kinking or adhesions, following op- 
eration. In both there is distention, vomiting and in- 
ability to get the bowels to move. In the presence of 
mechanical obstruction alone there is less temperature 
elevation but the symptoms of obstipation may be due to 
a paresis, resulting from the peritonitis. But, unfortu- 
nately, the question is frequently complicated by the 
fact that there is a certain amount of both conditions 
present. A differential diagnosis, however, has assumed 
more importance with the greater tendency to do early 
jejunostomy in the presence of mechanical obstruction, 
and while I used to feel that when this condition devel- 
oped after an appendix operation things were almost 
hopeless, I now believe that if we have courage enough 
to do an early jejunostomy a great many of those pa- 
tients might be saved, if the obstruction is mechanical 
and not due to paralytic ileus. Hospital statistics show 
that the majority of those cases after jejunostomy die 
within the first twenty-four hours, while of those sur- 
viving the jejunostomy twenty-four hours many 
recover, which seems to me to be an indicatign that the 
operation is life-saving if done early enough, but, in the 
majority of instances, it is done too late. 

It is also advocated, and I believe soundly, that in ad- 
vanced cases of intestinal obstruction it is wiser to do a 
jejunostomy at once as a primary operation under local 
anesthesia, as a preliminary measure where it is apparent 
that an attempt to relieve late obstruction of the small 
intestine in a greatly distended patient would probably 
require evisceration or an operative procedure which 
would probably end fatally. 

Group IV: Two acute gynecological conditions call 
for emergency surgery. Ruptured ectopic pregnancy in 
the typical case presents little difficulty of diagnosis 
when there has been a history of delayed or omitted 
period followed by irregular menstrual bleeding and a 
history of acute abdominal pain with fainting and col- 
lapse. The patient presents a tender, rigid abdomen 
most marked below the navel, a rapid pulse, low blood 
pressure, anaemia, and polymorpholeucocytosis. Vag- 
inal examination shows some softening of the cervix, 
often very slight, and tenderness and a boggy feeling 
or even a doughy mass in the pelvis. 

There are cases, however, in which no period has 
been delayed or passed, and the history is only of di- 
minished, irregular or prolonged flow. No mass can be 
felt, although tenderness can be demonstrated by pelvic 
examination, and the diagnosis can only be suggested 
by the combination of symptoms which fit nothing else. 
Pain high up in the abdomen may sometimes confuse 
the diagnosis. This may be explained by the peritoneal 
irritation caused by the blood running up to the upper 
abdomen from the pelvic lesion. 

Ovarian cyst with a twisted pedicle can also usually 
be diagnosed if seen early before the*development of 
too much of the resulting peritoneal irritation. The 
patient sometimes knows that she has an ovarian cyst 
or at least that the abdomen has been growing larger, 
and an acute attack of pelvic pain with the palpitation 
of a tender mass in the abdomen which can also be 
demonstrated by bimanual examination, together with 
temperature elevation and leucocytosis, confirms the 
diagnosis. However, the patients are often fat and the 
mass rising well out of the pelvis cannot be felt by the 
vagina, and if not seen early the surrounding peritoneal 
irritation causing abdominal rigidity makes diagnosis dif- 
ficult. 

Group V: Time and space make it impossible to 
enter minutely into the differential diagnosis of the less 
common acute surgical abdominal lesions, such as acute 
pancreatic necrosis and mesenteric thrombosis. A diag- 
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nosis of acute pancreatic necrosis must be considered 
in a patient who has an acute attack of severe upper ab- 
dominal pain, usally referred to the epigastric region 
and radiating into the back, associated with shock, often 
collapse, a weak rapid pulse and repeated vomiting. 
There is pain on deep pressure but unlike cases of per- 
forated ulcer, for which it is most apt to be mistaken, the 
board-like rigidity is absent until later, and there is no 
loss of liver dullness. It is more apt to occur in older 
patients than those having ulcers perforate, and there 
is frequently, but not always, a history suggesting chole- 
lithiasis. The pain is deep and boring into the back and 
differs from the lancinating pain of gall-stone colic. 

Mesenteric thrombosis is rarely diagnosed beyond ar- 
riving at the decision that there is an acute surgical ab- 
dominal lesion present. It occurs in patients in or past 
middle life, often obese, frequently with thickened ar- 
teries or cardiac disease. The onset is sudden with 
severe pain. Distention and general abdominal rigidity 
occur early and there is no localization of the abdominal 
symptoms. There is an early exudation of bloody fluid 
within the peritoneal cavity, demonstrable by movable 
dullness in the flanks. 

In conclusion, while a large number of the acute ab- 
dominal lesions requiring urgent surgery may not pre- 
sent great difficulty of diagnosis, in many patients a pos- 
itive diagnosis cannot be made beyond the fact that an 
acute surgical condition is present with the probabilities 
pointing to some definite diagnosis. Only the most care- 
ful history and painstaking examination, with the great- 
est care and judgment in weighing what is often con- 
fusing evidence, will enable us to lessen our mistakes 
and increase our correct diagnoses for the benefit of our 
patients. 

568 Park Avenue. 


New Methods of Scarlet Fever Serum Therapy 

Friedemann, Schmerel, and Lukas state that while there 
is widespread agreement in regard to the prompt effective- 
ness of scarlet fever serum, the largeness of the dose neces- 
sary to produce defervescence has hitherto stood in the way 
of its general introduction into practice, from 15 to 50 c.c. 
or more being required, according to the gravity of the case. 
Intramuscular injection of such amounts is impracticable 
not only because of the high cost but also because the ordi- 
nary practising physician has not sufficiently large syringes 
for such dosage. In addition the probability of serum sick- 
ness following must be taken into account. The good results 
reported by certain Russian workers from intralumbar serum 
therapy induced the authors to try that method. They were 
able in 5 cases to overcome all the acute symptoms of intoxi- 
cation by one-tenth of the amount of serum that would have 
been necessary for intramuscular administration. Since, how- 
ever, the technique of the intralumbar method of injection 
is too complicated to be suited to general practice, the 
authors conceived the idea that intravenous injection might 
give the same good results. They soon proved in 26 cases 
(16 adults and 10 children) that the same low dosage worked 
more quickly intravenously than intramucularly, and that 
the exanthem usually disappeared after 6 hours instead of 
24-48 hours. In addition, the temperature dropped to normal 
in 6-7 hours in most cases. The best practical value lay in 
the lessening of the number of cases of serum sickness, only 
2 such occurring, and these very light, in contrast with 8 
or 9 severe cases observed after intramuscular administration. 
Moderately severe cases of scarlet fever require 2 to 3 c. 
of serum in children and 3 c.c. in adults; severe cases 3 to 
c.c. in children and 5 c.c. in adults. It must be assumed tha 
in intramuscular administration most of the serum does no 
enter the circulation, but remains bound at the site of injec 
tion—a disadvantage not met in intravenous injection. Care 
must be taken that the serum is free from carbolic acid ard 
tricresol, which many firms add as disinfectants. Since sonie 
persons have a congenital idiosyncrasy for any horse serun 
a test should be made in advance with an intracutaneous in- 
jection of 1 c.c. Hypersensitive persons react within 10 min- 
utes with an urticarial reddening. In such subjects and also 
in all who have previously suffered with serum sicknes:. 
intravenous administration is contraindicated—Deutsche mediz- 
inische Wochenschrift, May 1, 1931. 
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The Practical Application of Spinal 
Anesthesia’ 


W. Wayne Bascock, M.D., F.A.C.S., 
SURGEON-IN-CHIEF, TEMPLE UNIVERSITY HOSPITAL; PROFESSOR OF SURGERY AND CLINICAL SURGERY, TEMPLE UNIVERSITY 


Philadelphia, Pa. 


IRST, let me express my appreciation of the priv- 
ilege extended to me of appearing before this very 
representative organization : I esteem it highly. 

I am impressed by the thought that I am bringing 
“coals to Newcastle,” because here in the person of your 
very Vice President and Chairman we have one who was 
a pioneer in the use of spinal anesthesia in this country, 
and here it was in the Greater City of New York that 
spinal anesthesia was first discovered, was given its name, 
was first demonstrated, and here the first papers were 
written regarding it. Too often, I think, we fail to re- 
member that J. Leonard Corning, in 1885, in trying to 
medicate the spinal cord by injecting solutions of cocaine, 
found that a man and a dog upon whom he thus experi- 
mented developed anesthesia and paralysis in the lower 
part of the body. His first paper indicated that he thought 
that he had injected the cocaine just outside the dura. 
Later he found it was necessary to introduce the solution 
into the cavity of the arachnoid around the cauda equina 
in order to produce anesthesia. He gave the method the 
name of spinal anesthesia, and he suggested that here 
was a means by which surgeons could operate without 
pain. 

He introduced and demonstrated methods by which 
the needle could be brought through the dura without 
damage to the underlying contents, devised a needle of 
very small size, emphasized the important point that the 
end of the needle should have an obtuse or short angle, 
and he even invented a little trocar to guide the needle 
through the skin and soft tissues. Corning did many 
things in those early days that have since been forgotten 
and which have in recent times been rediscovered as new. 
Fourteen years elapsed after he suggested the use of 
spinal anesthesia before August Bier, in Germany, had 
his own spine injected with a solution of cocaine. Finding 
that anesthesia resulted, his assistant, Schmeiden, insisted 
that he also be made an object of the experiment. Thus, 
just as Simpson did with chloroform, spinal anesthesia 
was introduced into surgical practice without using 
lower animals. These two surgeons in, it seems to me, 
a rather heroic and daring way, demonstrated that spinal 
anesthesia was feasible. It has had many ups and downs 
since then. 

The question must come to many of you: Why do you 
use spinal anesthesia? Is it desirable or necessary? To 
me, spinal anesthesia aroused interest, first of all, be- 
cause it put the responsibility of good anesthesia upon 
the surgeon himself if he so wished it. Twenty-five 
years ago anesthetics were largely given by untrained 
resident physicians, the anesthesia was very uncertain, 
oiten very poor, and having suffered and worried 
through many difficult and troublous anesthetic periods. 
it seemed to me that here might be a means ouf of this 
difficulty. But spinal anesthesia gives something we 
de not have from a general anesthetic. With a general 
anesthetic every part of the body is affected to produce 
anesthesia or lack of pain in the part where you wish to 
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operate, whereas spinal anesthesia acts only on a limited 
number of the nerve roots of the spine, and produces 
anesthesia in the required area, so that the brain, liver, 
spleen, kidneys, and lungs escape its action. One may 
take the minute quantity of the drug required to produce 
adequate spinal anesthesia, put it in a pill or capsule and 
swallow it, and feel no after effect, while the functional 
tests would show no marked change in any of the or- 
gans, an innocuousness that is quite different from a 
general anesthetic. And, then, beyond this, the intra- 
dural block gives one something that is only attained 
with difficulty and unusual skill with a general anesthetic, 
namely, complete muscular relaxation. Spinal anesthe- 
sia by producing relaxation of the abdominal walls, by 
relaxing muscles about fractures and dislocations, by con- 
tracting the intestine’, enables one to operate with a fa- 
cility and safety that is not equalled by any other 
anesthetic. Even with a ruptured viscus it is desirable. 

Like every other anesthetic that puts a large part of 
the body out of function, spinal anesthesia carries dan- 
ger, and it can be made safe only by certain precautions 
and great care. While general anesthesia or an involve- 
ment extending from the soles of the feet to the crown 
of the head may be produced, it cannot be done safely 
with the present available drugs. If the time comes 
when we have a local anesthetic that will block only the 
posterior roots of the cord, and thus act only on the 
sensory side, then we may consider spinal anesthesia as 
a general anesthetic. At the present time, for safety’s 
sake, I think we should confine the action of the drug to 
the region of the body below the diaphragm. 

Should spinal anesthesia be popularized for general 
use? Is it something that I can take in my bag wher 
I go out to an obstetric case (as one of my assistants 
used to do) and give it to a patient in labor and have 
her hold on to the head of the bed while I painlessly 
do version or pull on the forceps? Is it advised for 
acute emergencies where one has limited assistance and 
is without the facilities of a general hospital? I think 
for general and indicriminate use under such conditions 
spinal anesthesia had better be omitted. I admit that 
spinal anesthesia has been successfully used many times 
with very limited facilities but, as a rule, it is my opinion 
we are not warranted in using spinal anesthesia except 
where we have the facilities for trained observation, and 
for adopting resuscitative measures should such in a spe- 
cial emergency be necessary. Nor is spinal anesthesia 
justifiable for a minor operation, such as the draining of 
a simple abscess, a circumcision, an operation for vari- 
cocele. I feel that the anesthetic should be less danger- 
ous than the operation itself. Local anesthesia and a 
brief gas-oxygen anesthesia are safer for minor opera- 
tions and involve less immediate danger and less possibil- 
ity of a secondary unpleasant consequence, such as a 
puncture headache. Such a headache, although at pres- 
ent uncommon, may trouble the patient much more than 
the operation. 

First of all, spinal anesthesia consists merely in in- 
jecting into the cavity of the arachnoid a local anesthetic. 
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It has been injected into every part of the spinal canal, 
but for the most part the injections have been made in the 
lumbar region, although a few operators, like Jonnesco, 
have made injections in the cervical region to produce 
anesthesia of the upper part of the body and head. 

When an intradural spinal injection is made of a local 
anesthetic, no matter what the local anesthetic is, it acts 
upon the structures within the arachnoid and affects, 
first of all, the posterior spinal roots. There is loss of 
sense of pain, touch, temperature and pressure, as well 
as loss of muscle sense and sense of position, so the pa- 
tient does not know when the feet are raised or put 
down. The spinal reflexes disappear. The various 
senses are lost in about the order given. With a mild 
drug or a weak solution we may have loss of pain sense, 
yet the patient may retain tactile and temperature sense, 
so he feels the knife or that it is cold, although it does 
not hurt him. Muscular contraction may be unaffected. 
Coming on later, and often to a lesser degree, unless the 
anesthetic is sufficiently strong, there is a block of the 
anterior spinal roots containing motor fibres and the 
white rami; the latter found in the anterior roots from 
the second thoracic to the second dorsal control the blood 
vessels of the body. When all white rami are inter- 
rupted by the local anesthetic there is relaxation of the 
blood vessels of the entire body. The heart beats slower 
and with less force, the blood tends to settle to depen- 
dent portions of the body. If the Block is high enough, 
the external muscles of respiration cease to function, and 
if the anesthetic in sufficient concentration reaches the 
anterior third, fourth and fifth cervical roots the dia- 
phragm becomes motionless and only by artificial res- 
piration, until the paralysis subsides, can the life of the 
patent be maintained. Obviously these high and intense 
effects on the posterior roots with the associated circu- 
latory and respiratory depression should be avoided if 
possible. If the drug reaches only as high as the second 
or third lumbar roots there is no effect upon the sympa- 
thetic system, and the blood pressure does not fall. If 
the spinal anesthetic, however, blocks the anterior roots 
up to the second thoracic segment, the vascular system 
becomes so relaxed that if you incline the patient feet up 
the blood runs towards the head or vice versa. Thus 
with low spinal anesthesia there is no fall of blood pres- 
sure. With a low thoracic spinal anesthesia there is a 
moderate fall. With a high thoracic anesthesia there is 
a very marked drop in pressure which, as the spinal anes- 
thesia passes off, gradually disappears. 

The following instance illustrates the effect of a full 
dose of a powerful drug with high anesthésia in a mid- 
dle-aged obese woman with a large ventral hernia. 

Before the operation the systolic pressure was 144; an 
injection of .06 of stovaine in the 12th dorsal interspace 
was given, and in five minutes the pressure had fallen 
to 66, and in the next ten minutes to 44, despite the fact 
that pituitrin and adrenalin were given subcutaneously. 
The pressure, however, kept on falling, but by the time 
the operation was finished, a period of from 55 to 58 
minutes, it had ascended to 88, and during the next two 
hours it gradually returned to normal. 

In another instance an even stronger anesthetic 
(butyn) was used, about three times as strong as 
stovaine and ten times as strong as procaine or novocaine. 
It was used at a time when we did not realize how pow- 
erful the drug was. There was a fall in ten minutes 
of 50 points in the systolic pressure. The diastolic pres- 
sure paralleled the systolic fall. The pulse rate fell 
from 64 down to 45. When the head and shoulders, 
which had been lowered, were raised, and less blood en- 
tered the heart, the heart became slower; whén the head 
was depressed the rate increased. 


ISLAND MEDICAL JOURNAL September, 1931 


Another instance illustrates a fall in the systolic pres- 
sure, from 130 down to 70, after the use of butyn. The 
operation having been finished, the head was raised so it 
was at a level with the body, when owing to the com- 
plete vaso-relaxation the systolic pressure dropped to 
zero, and there was no pulse at the wrist. The head was 
then lowered and the pressure came back to 70. We 
waited 15 minutes and raised the head again, and again 
found the vaso-relaxation was present as the pressure 
fell again to zero. With this large dose there was the 
usual prolonged effect from the anesthetic, and, for three 
hours, it was necessary to have the foot of the bed raised 
in order to keep the pulse at the wrist. No stimulation 
was necessary, however. 

In the early use of spinal anesthesia it was often found 
difficult to obtain a sufficiently high zone of anesthesia 
for the operation. 1 used heavy solutions. When these 
were injected in the lower lumbar region anesthesia 
about the rectum, genitals, lower abdomen, and the groins 
occurred, but not of the middle and upper abdomen. 

The height of the anesthetic is modified by (1) the 
point of the injection; the higher this is the higher the 
upper limits of the analgesia. On this fact is based /n- 
terspace Control Techmque; (2) the bulk of fluid in- 
jected, or Volume Control Technique. If you inject a 
large bulk of liquid you will, of course, drive the anes- 
thetic higher in the canal than otherwise. The spinal 
canal of an adult contains 35 or 45 c.c. of cerebrospinal 
fluid, and it is easy to displace or replace a part of this 
liquid. However, if you use a large bulk of solution, 
you dilute the anesthetic so the intensity of the effect is 
reduced ; the action especially upon the motor roots will 
be less, and there will be less muscular relaxation, and 
the duration of the anesthetic will be shorter. (3) De- 
compression Technique. By first drawing off 5 to 30 
c.c. of the cerebrospinal fluid, so as to partially empty 
the spinal canal, the injected fluid will diffuse higher 
and will be less diluted than otherwise. (4) The range 
of action of the anesthetic is greatly modified by the 
specific gravity of the injected fluid. A lighter solu- 
tions tends to float, a heavy solution to fall in the cerebro- 
spinal fluid. To make the solution lighter than cerebro- 
spinal fluid, 10 to 15 per cent. of ethyl alcohol is added, 
and when the patient sits up the fluid gradually rises. 
This is well shown by colored solutions in a glass tube. 
After injecting a light solution the head should be 
promptly lowered, to prevent the anesthetic from rising 
to the upper part of the spinal canal. 

With the patient supine light solutions may, by grav- 
ity, be held in the lumbar curve. By turning the patient 
on his face the solution rises in the thoracic curve and a 
higher anesthesia results. This explains many of the 
failures to obtain a sufficiently high anesthesia when the 
injection is given with the body horizontal or the head 
dependent. Conversely, a heavy solution given with the 
body horizontal tends to enter the thoracic curve as t!e 
patient is rolled upon his back. 

(5) In the spine there are mixing processes that ha: 
not been fully understood. First of all, we have a coi- 
stant mixing effect due to the repeated filling and co’- 
lapse of the intradural veins and sinuses with the re-- 
piratory cycle. This causes a marked oscillation of the 
cerebrospinal fluid. Less forceful are the movements «if 
the arterial loops or the oscillation with each heart beat. 
Finally there is the slight normal current of the cere- 
brospinal fluid down the posterior and up the anterior 
surface of the cord. The fat, as the patient inhales and 
exhales, moves up and down in the sacral hiatus like a 
piston. 

(6) The force of the injection, or “Pressure Con- 
trol Technique,” is a matter of great importance. This 
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with the same dose, volume, and interspace, the anes- 
thesias may differ widely, from variation in the force 
of the injection. By very forcible injection, anesthesia 
to the head may be obtained. 

The inclination of the needle in giving the injection 
also is important, and if there is sufficient force and 
the needle is pointing upward the effect will be higher 
than otherwise would be the case. 

The duration of the anesthesia varies markedly with 
the dosage. For example, one centigram of stovaine gives 
an anesthesia lasting only a few minutes; three centi- 
grams, fifteen or twenty minutes; six centigrams, sixty 
to ninety minutes. I was impressed by this when Jon- 
nesco came here about 1911 to demonstrate his method. 
He gave only three centigrams into the upper cervical 
canal; it was evident that a larger dose was too danger- 
ous. With three centigrams he had to operate with great 
speed in order to amputate a breast, resect the lower jaw 
or remove a sympathetic ganglion of the neck within 
fifteen minutes. 

As we double the dose we quadruple the length of 
time of the anesthesia. 

When an injection is made into the spinal canal it 
meets with a series of obstructions that serve as baffle 
plates, such as the cord, nerve roots and ligamentum 
dentatum. These obstructions break up and diffuse the 
anesthetic solution, which is desirable. 

While you may have heard much about non-diffusible 
solutions, I can assure you that unless you get diffusion 
enough to reach three or more contiguous posterior and 
anterior nerve roots, you will not have satisfactory anes- 
thesia. If the drug were to remain and float as a little 
bubble in the spinal canal, you will realize that it would 
only touch certain nerve roots and the surgeon would 
find when operating that he had a very patchy and in- 
complete anesthesia. It is necessary to completely block 
at least three contiguous posterior roots in order to have 
anesthesia of even a single spinal segment. Therefore 
good diffusion and adequate admixture are essential for 
good anesthesia. The addition of starch paste to the 
solution, contrary to the general impression, increases 
rather than decreases diffusibility. 

Despite diffusion, a degree of localization may be ob- 
tained. Some have thought that this could be predeter- 
mined with almost mathematical accuracy, so that the 
anesthetic would, for example, just stop at the tenth dor- 
sal roots and go no higher, or at the third lumbar and 
go no higher. At this time we would say that a relative 
accuracy only within rather broad limits is possible. 

If we wish to get the greatest effect from a given dose 
of the anesthetic, it should be injected directly over the 
nerve roots supplying the operative field. For the upper 
part of the abdomen the nerve roots from the sixth dor- 
sal to a lower point should be blocked. Instead of 
using the smallest dose with interspace selection, a much 
larger dose may be given in a lower lumbar interspace, 
and by bulk or by force of injection, by gravity or by 
barhotage (mixing) or by manipulation of the patient 
the anesthetic may be carried to the sixth thoracic roots. 
In doing so the upper margin of the fluid will be dilute, 
will have lost much of its strength, and therefore there 
will be a less intensive and shorter anesthesia of the up- 
per abdomen, provided the same dose is used. Thus 
we find where injections are given low in the lum- 
bar region, to produce an abdominal anesthesia, the 
tendency has been to greatly raise the dose. Instead 
of giving 10 or 12 centigrams of novocaine, as much as 
40, 50 or 60 centigrams are given, or even five times what 
many would consider the average dose. The result is 
that a large excess of the drug is injected and is a source 
of danger if it diffuses upward. With a moderate dose, 
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the anesthetic is rapidly fixed to the nerve roots and 
after ten minutes the level of anesthesia cannot be moved 
by manipulating the patient. Excessive dosage leaves 
an uncombined fraction of the anesthetic free in the 
cerebrospinal fluid which may shift and cause collapse, 
especially*if the patient’s head is improperly raised or 
lowered. 

You should consider carefully the position in which 
the patient is placed when the injection is made. In re- 
cent years a special light solution has been largely used 
for anesthesia. If this is given with the patient in the 
sitting position it of course ascends. In Boston there 
were 12 deaths from the use of this solution in about 
200 injections, largely because the danger of having the 
upper part of the body elevated during and after the in- 
jection was not appreciated. We have injected a light 
solution for years with the patient sitting, but after the 
injection has been made without undue force or loss of 
time, the patient is quickly placed in a Trendelenburg 
position. 

Heavy solutions, including the crystalline drug dis- 
solved directly in the cerebrospinal fluid, may be dan- 
gerous by gravitation if the patient's shoulders are low- 
ered during or immediately after the injection. 

In 1909 Barker added a colloid to make the solution 
heavy and injected the anesthetic with the head, shoul- 
ders and hips raised on pillows. After the injection the 
patient was rolled upon his back with the lower dorsal 
spine dependent, so as to hold the solution in this region. 
The method has advantages but also disadvantages and 
has not come into general use. 

The needle should be introduced at a right angle to the 
skin. Quincke directed that the needle should enter to 
one side of the mid-line of the spine and point upward 
and toward the median line. Experience has shown it 
should enter at about the middle of the interspace, di- 
rectly in the median line and, at least in the lumbar and 
lower dorsal regions, at a right angle to the skin. In the 
upper part of the thoracic region, because of the over- 
hanging spines, the needle should point obliquely up- 
ward to properly enter the spinal canal. 

The dosage to be used varies with the drug and with 
the size of the spinal canal. The patient’s weight really 
has nothing to do with it, as a local and not a general ef- 
fect is produced. Obviously, because a patient is fat and 
weighs 200 or 300 pounds does not mean that the 
spinal canal is any larger and that the nerve roots re- 
quire more anesthesia than in the case of a patient who 
weighs only 130 pounds. Indeed, if a patient is very 
heavy, especially if he be fat, one is afraid to give a 
large dose and prefers to give a small dose because such 
patients do not stand hypotension well. The mass of fat 
around the heart, chest and abdomen interferes with 
breathing. A thin, active patient will withstand a larger 
dose of the drug, other conditions being equal. 

The anesthetic may be given at all ages. In infants of 
one year, one-quarter the adult dose can be given with 
relative safety; infants stand spinal anesthesia rather 
well. Patients of advanced age do not stand it as well 
as younger patients. At six years one-half the adult 
dose may be given—a child of six weighing 40 pounds 
may be given half as much as that given a man weigh- 
ing 200 pounds. As the patient advances beyond middle 
life the amount of the drug is cut down. If a patient is 
exceedingly debilitated and is very obese, if he is cachec- 
tic, or exhausted, or asthenic, or shocked, the anesthetic 
should be given with great caution or avoided. In shock 
there is loss of blood volume and the vaso-relaxation of 
spinal anesthesia may be disastrous. 

Of all the local anesthetics that have been suggested 
for spinal anesthesia, the one that has stood the test of 
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time is procaine, and at the present time I believe this is 
the only drug that we should consider. As a rule it gives 
a sufficiently long period of anesthesia. Nupercaine has a 
more prolonged effect but also a longer period of dan- 
gerous depression and much greater toxicity. 

In obstetrics the immobility of the diaphragm may be 
dangerous. The drug, if an upper abdominal effect is 
produced, also paralyzes to a considerable degree the ex- 
ternal respiratory muscles. Thus the patient under spinal 
anesthesia often respires almost entirely by the dia- 
phragm. A patient at term has the abdomen so dis- 
tended by the pregnant uterus that the diaphragm is 
splinted, and, if the external respiratory muscles are re- 
laxed, may be unable to breathe without artificial aid. 
Unless the child is delivered promptly there may be res- 
piratory failure. Indeed, in any case in which there is 
marked distention of the abdomen spinal anesthesia is 
dangerous. A low form of spinal anesthesia, sufficient 
to give anesthesia of the pelvis but not affecting the 
respiratory muscles, is desirable. The birth canal is re- 
laxed, pain is abolished, and hemorrhage is decidedly 
reduced, because there is lowered blood pressure. The 
voluntary expelling power of the patient is largely lost. 
The manipulation of the fetus and manual delivery are 
facilitated. Of course the anesthetic has no direct ac- 
tion on the fetus. The strain on the heart and lungs 
from the efforts of the mother are done away with, a 
most desirable condition in pulmonary tuberculosis where 
the terrific muscular exertion may cause an exacerbation 
of the pulmonary disease. In eclampsia spinal anesthesia 
is very valuable, as it also is in certain forms of cardiac 
disease, especially types in which there is no marked 
myocardial change. In valvular disease spinal anesthesia 
often works well. When there is mitral stenosis or coron- 
ary obstruction it may be an anesthetic of great danger. 

As spinal anesthesia is often used unwisely, improp- 
erly or without sufficient care, I feel that instead of 
praising it, because anyone who uses it at once appreci- 
ates the advantage of the method, one should say a good 
deal about the dangers, because we should always be pre- 
pared for these dangers and should know how to cope 
with them. 

A normal heart continues to beat with a very low sys- 
tolic blood pressure. Even a fall to 30, 20 or 10, with a 
normal heart, from spinal anesthesia does not make much 
difference because in 15 or 20 minutes the pressure rises 
and soon the patient is as well as before. But a heart 
with a bad myocardium, with coronary or other grave 
disease, which has continued beating because it has been 
stimulated by vis a fronte, may relax and stop beating 
when the peripheral resistance drops. This is not seen 
in experimental animals as they have not such forms of 
cardiac disease. A patient with a diseased heart should 
not be selected for spinal anesthesia merely because it is 
realized that he cannot safely take an inhalation anes- 
thetic: Hypotension can only partially be combated 
by keeping the head low. It is essential to main- 
tain the circulation of the brain because if the circula- 
tion stops here for seven minutes, while we may be 
able to make the patient breathe again and make the 
heart beat again, the patient will not regain conscious- 
ness or continue to live. The pyramidal cells will not 
survive a longer period of ischemia. 


The powerful stimulant which acts on the peripheral 
vessels, epinephrine, is of greatest value to raise the blood 
pressure. The heart should be watched constantly while 
the patient is under the anesthetic, so that it may never 
be permitted to stop. Ephedrine, the action of which 
is slower and less certain, should not be used in an 
emergency. Centrally acting stimulants, as strychnine, 
caffeine and camphor, are nearly valueless. The nerve 
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roots are blocked, and, except for the little effect on the 
respiratory center, the impulses cannot reach the pe- 
riphery. 

Spinal anesthesia puts no strain upon the heart. The 
contractions are slowed, are regular and never violent. 
Ephedrine whips the heart to undue rapidity as it in- 
creases the blood pressure. The pulse rate may be 
doubled. I think it easier to revive the unstimulated 
heart of spinal anesthesia than the heart overworked by 
ephedrine. Epinephrine produces much more powerful 
cardiac contractions without the tachycardia. When | 
contrast our series of over 10,000 consecutive intradural 
injections of the powerful stovaine (given without ephe- 
drine) between anesthetic deaths with the many deaths 
now being reported despite the use of ephedrine, it is 
evident that this drug is either not dependable or is 
harmful. 

Pituitrin I have found to have no special value. In 
an extreme case, when the heart stops, we must depend 
on cardiac massage to carry the epinephrine into the 
coronary arteries, or upon an intraventricular injection. 

The second thing to fear is paralysis of the cervical 
roots supplying the diaphragm. That of the external 
muscles of respiration is unimportant, if the diaphragm 
is active. 

Rarely I have seen the pulse continue after respira- 
tions have ceased. Unquestionably, under certain 
conditions a patient may have a primary respiratory 
failure. Then, of course, artificial respiration is neces- 
sary—first, by thoracic compression, and, if this fails, 
by mouth-to-mouth insufflation. In all cases external 
heat should be used. 

If we consider the patient a poor, but not hopeless, 
risk, we form a large reservoir of epinephrine by in- 
jecting 100 to 150 c.c. of a 1 to 60,000 solution of the 
drug in % or 1 per cent procanie around the operative 
field before proceeding with the operation. Given a fat 
woman with a flabby heart, whose gall-bladder is to be 
removed, we would make the stimulating injection im- 
mediately after that of the spinal anesthesia. 

If the patient has a complete collapse, so there is no 
pulse at the wrist and the respirations stop, what should 
be done? Have your operating room ready for just 
such an emergency—just as fire drills are held on ship- 
board and in the schools. Have a definite resuscitative 
plan arranged so that you can have instant intelligent 
action. From time to time give the order for resus- 
citation and see how quickly an intravenous injection 
can be given in your clinic. You should have your 
operating room properly equipped for such emergencies 
because on the quickness of the resuscitative measure 
(often an intravenous injection) depends the life or 
death of the patient. J have seen two patients die be- 
cause the operating staff had not been properly trained 
to take care of such emergencies. 

The method of procedure is immediately to insert a 
needle into a vein, introduce salt solution, and then to 
drop into the burette 2 to 10 minims of epinephrine as 
the assistant feels the pulse. When the pulse improves the 
tube is pinched so as not to overstimulate the heart; if 
the pressure again falls the injection is resumed as may 
be required. 

Failure of respiration is determined by affixing a wisp 
of cotton to the nose and pulling it down over the nose 
and mouth. This cotton moves as the patient respires 
or is made to respire. The simplest method of artificial 
respiration to use in the operating room is by compres- 
sion of the chest. By this method one should be able 
to move the cotton over mouth and nose. If the cotton 
does not move it shows that the efforts at artificial 
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Radiographic Evidence of Mastoid Pathology 


RicHarp A. RenpicH, M.D. 
ROENTGENOLOGIST KINGS COUNTY, HOLY FAMILY, ST. PETER’S AND BROOKLYN EYE AND EAR HOSPITALS 


ERUSAL of the literature pertaining to mastoiditis 
indicates a lack of unanimity concerning the value of 
the Roentgen ray as a diagnostic procedure; in fact, 

certain recent works devote but little space to its consider- 
ation, while, on the other hand, many otologists reserve 
for it a high place among the adjuncts to diagnosis. One 
need not be discouraged, however, by this divergence of 
opinion, since such a state of affairs invariably exists 
until the uses and limitations of any procedure are well 
established. 

The value of radiography depends in large measure 
upon the technical quality of the finished film and in par- 
ticular does this apply to the mastoid roentgenogram. 
Radiographic interpretations are based on fine structural 
changes, and consequently the temporal region must be 
clearly demonstrated in finest detail, since otherwise the 
conclusions may not only prove worthless but misleading. 
Demonstration of the mastoid structures may be attained 
in any of several positions, the most commonly used 
being the so-called Law position. Occasionally, one of 
several special (Granger, Arcelin, etc.) procedures may 
be utilized to procure additional information. Stereoscopy 
of the mastoids, presenting the structures in relief, holds 
a decided advantage over the flat, or single exposure film. 


The roentgenogram serves as an anatomical as well as 
a pathological study of the mastoid. Anatomically, it has 
proven to be a very efficient adjunct, furnishing desired 
information concerning the type and size of mastoid, its 
development, size and extension of cells, thickness of the 
cell walls and mastoid cortex and the position and course 
of the lateral sinus and emissary vein. 

Consideration of the mastoid radiograph from a path- 
ological viewpoint may best be preceded by a brief review 
of the features upon which interpretations are based. 
Roentgen diagnosis is ordinarly made upon the abnormal 
density of anatomical structures, but fortunately, in air- 
containing cavities or viscera, study of the air contents 
offers another important means of recognizing patholog- 
ical changes, consequently in the Roentgen diagnosis of 
mastoiditis advantage is taken of these two essential fea- 
tures—first, the air content, and second, the condition of 
the bony septa. 

Radiologically speaking, a well aerated space is referred 
to as being well illuminated on the roentgenogram, since 
the rays pass through this space without being absorbed 
and so affect the underlying X-ray film. In the patholog- 
ical state, the air content of a pneumatic mastoid becomes 
displaced by the products of inflammation, which grad- 
ually fill the cells; the degree of decrease of aeration is 
entirely dependent upon the amount of serum, purulent 
material or granulation in these cells; incidentally, it may 
be noted that these products of inflammation cannot be 
differentiated, since they have practically the same radio- 
graphic density. The abnormal mastoid varies in its il- 
lumination from a very slight decrease, when containing 
a small amount of exudation, to total absence of this 
aeration when the cells are completely filled with inflam- 
Matory products; under the latter condition the septa 
become less distinct, since the contrasting medium—the 
air—has been replaced by the purulent material or gran- 
ulation tissue. 

Having ascertained the amount and distribution of the 
products of inflammation in the antrum and mastoid, at- 
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tention is next focused on the cell walls. As the sup- 
purative process continues, structural changes of the 
septa become apparent by the change in density resulting 
from osteoporosis. As this decalcification progresses the 
septa pass through various stages of thinning until com- 
plete destruction has occurred. While studying the con- 
dition of the bony walls it must be borne in mind that 
these vary normally in thickness and recourse may be 
had to comparison with the opposite mastoid. 

The results of the study of the air content of the cells 
and the condition of the septa should be directly com- 
parable to the findings of the otologist at operation. The 
latter’s findings of pus or granulation tissue compare with 
the radiographic decrease of illumination due to the air 
displacement by these inflammatory products; the opera- 
tive finding of softening or destruction has been inter- 
preted by the roentgenologist on the thinning or absence, 
respectively, of the septa. While these two are the major 
features on which the Roentgen diagnosis of mastoiditis 
is made, other important information concerning the con- 
dition of the sinus, tegmen, etc., may be had by further 
study of the films. 

Mastoid abscess, regardless of location, presents the 
same Roentgen findings. Pathologically, an abscess of the 
mastoid, as elsewhere, consists of a localized area of de- 
struction surrounded by a zone of inflammatory reaction. 
Radiographically, such a condition is recognized by the 
absence of cell septa in a more or less irregularly spherical 
area of varying size limited by a zone of slightly increased 
density. Depending on its location, such an abscess is 
further designated as perisinus, epidural, etc. 

Concerning the recognition of an exposed lateral sinus 
by means of the X-ray film, statements by various authors 
appear to be in conflict. However, in this relation the 
point made by Law has proven most reliable; he finds 
that when the disease has progressed to exposure, the 
anterior sinus wall may be of irregular contour or com- 
pletely absent, depending upon the degree of destruction. 

The sclerotic mastoid is readily distinguished by the 
absence of cells and the dense, eburnated, triangular bone 
formation limited posteriorly by the lateral sinus groove, 
superiorly by the tegmen, and anteriorly by the posterior 
canal wall; acute exacerbation of a chronic otitis media 
offers no radiographic manifestation in a mastoid of this 
type; first, because no aeration is present, and second, 
bone destruction has not yet occurred ; occasionally, there 
may be found in this type, associated with chronic otitis 
media, a localized area of necrosis in the antral region, 
the result of a long standing destructive process. 

Cholesteatoma is inferred, not by direct recognition of 
the epithelial mass, but indirectly by its effect. A mass 
of cholesteatoniatous tissue in its growth destroys the sur- 
rounding bone by pressure erosion, extending from the 
middle ear through the antrum to the mastoid and oc- 
casionally into the petrous portion. This new-formed 
mass of tissue is less dense than the surrounding bone, 
and therefore is very distinctly visualized by the marked 
contrast of this non-dense growth to the adjacent bone, 
simulating in certain respects a local or general operative 
exenteration. 

Pathology of the petrous portion can not be determined 
by the method thus far considered. For visualization of 
this section of the temporal bone one of the special posi- 
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tions previously referred to must be used. Briefly stated, 
the Granger procedure seems the most practical and may 
be utilized with the patient in the prone position, the head 
resting on a fifteen-degree angle block and being rotated 
50 degrees to the opposite side. The resulting roentgeno- 
gram presents the petrous portion to its tip, and the 
mastoid and squamous portions in the sagittal plane. 

The purpose of this examination is twofold, first, dem- 
onstration of the petrous pyramid for evidence of petro- 
sitis, and second, the further study of mastoid pathology, 
particularly with reference to the tip, the cortex, sub- 
periosteal abscess, etc. 

Rupture of the cortex of the mastoid is very difficult 
to determine from the usual roentgenogram taken in the 
Law position, since the area of cortical destruction is fre- 
quently small, and also on account of the technical diffi- 
culties associated with obtaining a satisfactory film in 
the presence of the tender, soft tissue infiltration which 
frequently overlies the mastoid region. For demonstra- 
tion of such pathology Granger recommends the position 
described. 

Roentgen study of the infant’s mastoid deserves special 
consideration, not only on account of its development but 
chiefly because of the difficulties encountered in obtaining 
a diagnostic roentgenogram. In recent years, the views 
concerning mastoid development have changed materially ; 
while older anatomists taught that the mastoid began to 
assume the adult type about puberty, it is now generally 
recognized that this air space may be developed as early 
as six months and occasionally earlier. Since, however, 
the cell walls at this time are so poorly formed, or at best 
very thin, structural changes cannot be demonstrated as 
in the adult, consequently interpretation depends almost 
solely on the degree of aeration whereby to determine 
the amount and distribution of the inflammatory products. 
In this connection it should be mentioned that a prom- 
inent anterior sinus in children has been described as 
evidence of gross destruction with sinus exposure, but 
this wall varies so markedly in prominence in normal in- 
dividuals that it cannot be held to be a reliable sign. 


Absolutely immobility is essential for the production of 
a roentgenogram of suitable diagnostic quality; for this 
reason examination of the unruly child may prove use- 
less. Resort has been had to head rests, fixation appara- 
tus and anesthesia with relatively little success. Patience, 
associated with manual fixation of the head by assistants 
and a very short exposure, has served best. 

Generally speaking, the roentgenogram should be 
looked upon as a means of determining the pathological 
state of a mastoid at a given time, thereby serving as an 
aid in deciding upon the necessity of surgical intervention. 
In the majority of cases all features, including history, 
clinical findings and other laboratory data, must be con- 
sidered in conjunction with this pathological picture be- 
fore a proper decision can be reached. However, there 
occurs the occasional case without the usual clinical signs 
and symptoms but which presents so characteristic a 
roentgenogram as to justify operation on this finding 
alone. 


Conclusions : 

1. To be of value, the radiograph must demonstrate 
the entire mastoid in finest detail. 

2. The Roentgen examination accurately depicts the 
anatomy of the mastoid. 

3. With a satisfactory roentgenogram the presence of 
inflammatory products and destructive changes of the 
adult mastoid can be determined, while in the infantile 
mastoid the information obtained may be limited to the 
presence and amount of inflammatory products. 

4. Chronic sclerosis of the mastoid is readily recog- 
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nized but no evidence may be had of an associated acute 
exacerbation of a chronic otitis media. 

5. The mastoid roentgenogram must be considered as 
an aid in deciding upon surgical intervention and no: as 
the deciding factor except in the atypical case. 

116 Remsen Street. 


The Practical Application of Spinal Anesthesia 
(Concluded from page 318) 


respiration are ineffective, and resort must be had to 
some other measure. The pulmotor is dangerous; not 
so mouth-to-mouth insufflation. A towel or a few lay- 
ers of gauze are placed over the patient’s mouth which 
is kept open by a mouth gag. With the right hand pres- 
sure is made over the upper abdomen, so that the stom- 
ach does not fill with air, the left hand compresses the 
patient’s nostrils, and then, taking a very deep breath, 
the operator blows into the patient’s mouth until the 
Then the operator’s head is 
raised, air escapes, and then he blows again. In sevy- 
eral cases I have seen patients’ lives saved by this sim- 
ple method. 

I am reminded of Dr. Stanley, of San Quentin, who 
used a pulmotor for a patient who collapsed. Six months 
after the patient was buried it was found that someone 
had substituted a nitrous oxide for the oxygen cylinder 
in the machine. With mouth-to-mouth insufflation you 
will not make any such mistake. It is a potent method 
for use where other measures have failed. An ex- 
cessive intrapulmonary pressure is impossible except 
with an infant or small child. 

However, in conclusion I would add that unless you are 
familiar with the physiologic action of spinal anesthetics, 
unless your patient has been found to be suitable for the 
injection, unless he will be constantly watched during 
the period of hypotension from the drug and, unless 
you are prepared for instant resuscitative measures you 
had better use a more conventional type of anesthetic. 

1720 Spruce Street. 


Psychology of the Emigrant 


Emigrants of all classes desiring to live permanently in Canada 
must submit to a medical examination prior to embarkation and 
certain British practitioners have accepted the responsibility of 
conducting these examinations under a roster scheme. The 
Medical Officer in its current issue quotes a note which is being 
included in the instructions to these practitioners which is of 
interest chiefly for the emphasis laid on the psychological rather 
than on the physical stress associated with a complete change ot 
environment. Not only climatic changes but comparative isola- 
tion in outlying districts, change in money standard, food, cooking, 
and dwellings; complete change in local interests and details 
regarding social life and activities; difference in customs and 
routine methods of doing work and business generally, all these 
tend to produce a period of home-sickness of such severity as to 
be really disabling. Disappointment may arise, too, from the 
erroneous idea that less work will produce a better living in the 
new country. Moreover, the release from the restraining in/lu- 
ences of the home environment is often too much for persons 
jacking in self-control or moral responsibility. 

It is held to be of particular importance, therefore, in examin- 
ing prospective emigrants to detect not only the obvious physical 
or mental defective, but also those individuals who possess deiec- 
tive judgment, instability of the nervous system, or who «re 
emotionally hypersensitive. This task will be made more difficult 
by the fact that it is often just these people who have heen 
oppressed by the difficulties of life in Europe and are oiten 
anxious to make a new start. They may be unlikely to make 
good elsewhere, but it seems to us harsh to deprive them of ‘he 
opportunity. The Canadian government believe, however, tat 
a close and friendly codperation between the British medical man 
making the examination and the Canadian medical officer, spe- 
cially trained in immigration medical work, will mitigate suffer- 
ing and hardship on the part of the immigrant, as well as relieve 
the financial burden on Canadian public funds resulting from the 
a or mental collapse of new settlers—The Lancet, July 4. 
1931. 
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Retention of Urine’ 


Witiiam B. Tatum, M.D., F.A.C.S. 


ATTENDING UROLOGIST, CONEY ISLAND AND HARBOR HOSPITALS; CONSULTING UROLOGIST AND SYPHILOLOGIST, BROOKLYN EYE & EAR 


HOSPITAL 


Brooklyn, N. Y. 


ETENTION of urine is divided into two classifica- 
tions—First, acute sudden retention of urine and, 
second, partial or chronic retention of urine. Under 

the heading of acute sudden retention we mean that the 
patient suddenly is unable to void urine, but partial or 
chronic retention means that the patient retains a certain 
amount of urine in the bladder after he has voluntarily 
emptied his bladder of all urine possible by the voluntary 
urinary act. The urine remaining in the bladder is called 
residual urine, and this residual urine may vary from a 
few drams to several ounces. 

The causes of retention of urine are as follows: 

Hypertrophy of the prostate. 

Carcinoma of the prostate. 

Stricture of the urethra. 

Bladder tumors situated near the bladder neck. 

Prostatic abscess. 

Extravasation of urine. _ 

Posterior urethral polyps. 

Polyps of the verumontanum. 

Hypertrophy of the verumontanum. 

Foreign bodies and stones. 

Rupture of the bladder. 

Rupture of the urethra. 

Hyper-acute gonorrheal infection. 

Congenital malformations of the urethra, valves, etc. 

Post-operative retention due to operations on the 
abdomen or pelvic organs, and to rectal and 
hemorrhoid operations. 

Also retention of urine due to wasting diseases such 
as diabetes, tabes and anemias; also due to 
toxic diseases, typhoid fever, pneumonia, etc. 

The most common cause of acute retention is due to 

enlargement of the prostate gland. The acute retention 
due to hypertrophy of the prostate may be the first symp- 
tom of hypertrophy of the prostate that the patient will 
give you in his history. However, when one goes into 
detail one will find that the patient gives a history of 
some degree of frequency with the stream gradually get- 
ting poorer in size and force. At first he begins to 
get up once at night to void and later two or three times, 
up to five and six times, etc., until finally after exposure 
to cold or sudden jar, riding in automobiles, constipation, 
or over-indulgence in drink, he develops the acute reten- 
tion. The management of acute retention in the prostatic 
is a very systematic one. The first thing the physician is 
called upon to do is to relieve the patient, certainly tem- 
porarily, of the excruciating pain that he has from an 
over-filled bladder. It has been my custom with these pa- 
tients to always do a rectal examination both before and 
after relieving the patient of the retention. The rectal ex- 
amination before the relief of the retention gives me a 
great deal of valuable information as to the size and con- 
sistency of the prostate and as to whether or not the pros- 
tate is fixed, because in a freely movable prostate with re- 
tention of urine the prostate is pushed downward toward 
the anus and is more or less compressed from pressure. 
Also one can ascertain by this examination the presence 
ot hemorrhoids, fissures, fistulas, stricture of rectum, etc. 
The next procedure is to place the patient on the table or 


*Read before the Italian Medical Society, Brooklyn, New York, Feb- 
Tuary 3, 1931. 


bed and to palpate the bladder, and one can usually map 
out the bladder very definitely if there is as much as 
350 to 400 c.c. of urine in it, and on percussion it 
1s very easy to percuss out the bladder which is usually 
found to rise well out of the pelvis up toward the umbili- 
cus. Another very significant finding is that upon pal- 
pation of the bladder by gentle and sudden pressure 
the patient has the sensation of desiring to void. 
This is due to the increase in the bladder pressure, 
thereby making the patient feel the sensation of desiring 
to void. This particular type of patient has a complete 
retention, consequently any urine that he may void is 
spoken of as an overflow incontinence because the pa- 
tient has no control over how much urine he may void. 
Necessarily the next question is to relieve the filled blad- 
der of the urine. If the patient has had the retention 
only a short time, one can usually withdraw the entire 
amount of urine by the introduction of some sort of cath- 
eter. The catheter preferred is one known as the coudé 
curved silk catheter with an olivary tip, and in my hands 
I am more successful in relieving retention of urine than 
with any other type of catheter. However, there are a 
number of catheters of various types, the bi-coudé, also 
one with what is known as the prostatic curve. If I am 
unsuccessful with any of the above, I usually use a metal 
one with a Guyon’s Curve, which is an exaggerated 
curve and is sometimes spoken of as an overcurved 
catheter. I use this only when all other methods fail. 

The next question that comes up is how much urine 
to take away, and that is governed somewhat by the char- 
acter of the urine, whether clear or cloudy, and also the 
length of time the patient has had the retention. If the 
retention of urine is less than twelve hours, I remove all 
of the urine at one sitting. If it is more than twelve 
hours, I usually remove about 400 to 450 c.c. at a time, 
and if possible on the first examination I tie in a catheter 
for permanent drainage and rig the catheter up with a 
stop-cock so that I can regulate the amount of urine 
withdrawn from the bladder. The withdrawing of the 
urine can be on rather a sliding scale—100 c.c. per hour 
or 400 c.c. every four hours. This may be done in such 
a way as is most convenient for the particular case. I 
sometimes use a No. 6 or 7 ureteral catheter and tie it in 
place and gradually decompress the bladder without fear 
of too rapid decompression as this type of catheter runs 
slow. One must also bear in mind that because a patient 
has an enlarged prostate he ‘s not immune to stricture, 
as a great many of our cases do have the combination 
of stricture as well as enlarged prostate. 

After the retention is relieved I again do a rectal ex- 
amination, and in many instances the entire picture by 
rectal examination changes very materially, because after 
the bladder is empty the prostate may not feel nearly so 
large as before and may be more freely movable and soft, 
where in the first place you considered the prostate more 
or less hard. 

We will now consider the partial retention of urine, 
and by that, as I have explained before, we mean that 
when we catheterize a patient who has voluntarily voided 
we find that we are able to remove a certain amount of 
urine varying in quantity from a few drams to several 
ounces. This urine so obtained is spoken of as residual 
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urine, that is, urine that remains in the bladder after 
the patient has voided all that he possibly can. The cause 
of this partial retention is usually identical with the com- 
plete retention and it is only a matter of degree. The 
prognosis in prostatic diseases cannot be determined by 
the amount of residual urine. However, there is a ratio 
between the surgical risk and the amount of residual 
urine, because usually the greater the amount of residual 
urine, the poorer the surgical risk. One has to be very 
careful in treatment of partial retention of urine because 
one may get into a great deal more trouble on catheteri- 
zation of such a patient than one would with the acute 
sudden retention, because most of these patients with 
partial retention of urine have a cloudy, foul urine, and 
the smallest amount of trauma may produce an acute 
retention and also very severe urethral chill and further 
infection in the urine. Consequently when catheteriza- 
tion of this type of patient is necessary, it should be under 
most rigid aseptic methods. 

In the partial retention it is very wise to relieve the 
bladder of only part of its urine, possibly 350 to 400 c.c., 
and gradually decompress the bladder at intervals of 
about four hours, because this type of retention is a 
chronic one and if the bladder contains a large quantity 
of urine, one is apt to get suppression of urine following 
complete emptying of the bladder, and in this connection 
I wish to emphasize the fact that there is a distinct 
difference between suppression of urine and retention 
of urine, because suppression of urine means that 
the kidney does not produce any urine, consequently 
there would be no urine found in the bladder. The his- 
tory is very valuable in such a case because patients with 
suppression of urine either give a history of poor health, 
of having taken drugs with suicidal intent, or of some 
grave kidney condition which has completely destroyed 
the kidney tissue. In some instances, suppression of 
urine has been known to follow simple ureteral catheteri- 
zation, and this should be borne in mind. 

The next most common cause of retention is stricture 
of the urethra, which may produce partial retention if 
the stricture is situated near the cut-off muscle, and may 
produce acute retention of urine if situated anywhere in 
the urethra. These patients usually give a history of 
having had venereal infection in their youth and of 
having noticed that the stream has gradually gotten 
smaller with less force and some urethral irritation. 
These strictures gradually contract until they become very 
small, and the patient, through over-indulgence in 
alcohol, exercise, falls, injuries, etc., has a sudden stop- 
page of the urine. These patients may void seemingly 
well for a period of time until there is enough residual 
urine to become infected, thereby infecting the face 
of the stricture and producing enough swelling to 
suddenly close off the canal, thereby producing re- 
tention. The procedure for examination of this type 
of retention is the same as in the prostatic, except that 
we use bulbous bougies to determine the size of the 
stricture and its location. We also have already used 
bougies to determine in the prostatic whether or not there 
is also stricture present. It may be necessary on examin- 
ation of these cases to relieve the retention by resorting 
to a filiform, having previously anesthetized the urethra 
with some local anesthetic. For a short time I have been 
using 1 to 500 nupercaine solution, which I consider far 
better than four per cent novocaine solution. The novo- 
caine acts a little quicker on the surface mucous mem- 
brane, but the nupercaine produces a longer anesthesia 
and the patient does not have as much spasm and irritabil- 
ity following nupercaine as he does in the use of novo- 
caine. Nupercaine is more toxic than novocaine, but 
with the dilution of 1 to 500 it is far less toxic for 
this purpose. 
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The management of stricture is quite different from 
the management of prostatic hypertrophy because if we 
are able to pass a filiform through the urethra we may 
be able to pass over this filiform a grooved sound and 
thereby dilate the urethra up to such a size that the pa- 
tient may void of his own volition. I usually use the fili- 
form and grooved sounds up to about size 16 French, at 
which time I begin the use of sounds, gradually dilating 
the urethra at weekly intervals up to size 30 and 32. In 
many instances I begin the use of the Kollman dilator 
when size 22 or 30 is reached, thereby overstretching the 
urethra by dilating up to 35 or 36 to allow for contraction 
down to 30 or 32. Sometimes it becomes necessary after 
the introduction of a filiform to do an external ure- 
throtomy because we are unable to dilate the urethra on 
account of the denseness and number of strictures, but 
the method of gradual dilatation is the one to be pre- 
ferred because, once the patient has had external ure- 
throtomy, he is necessarily doomed to have sounds 
passed the balance of his life. In these cases of stricture 
we usually find there is a cloudy urine present because 
of the partial retention, as most strictures occur in the 
bulbous portion of the urethra, thereby interfering with 
the action of the cut-off muscle, hence the partial reten- 
tion. It is routine with me to dilate these cases at regu- 
lar intervals, followed by irrigation of the bladder with 
some antiseptic solution, either permanganate of potash 
one to three thousand, or silver nitrate solution, one to 
four thousand. 


Prostatic abscess may produce retention of urine, and 
in these cases there is usually a history of gonococcic in- 
fection or a flare-up of some old prostatic condition, 
and one can diagnose as a rule very accurately by doing 
a rectal examination. In some of these cases where 
the prostate is considerably swollen but does not actually 
fluctuate it can be relieved by catheterization, hot sitz 
baths and hot rectal irrigations, as the prostatic swelling 
may subside under this treatment. In this type of case 
it is best to limit the catheterization to two to three times 
per day. If there is definite fluctuation present in the 
prostate, of course operative procedure is absolutely 
necessary. 

Retention due to extravasation of urine means that the 
palient has a stricture which is contracted down very 
close, and just back of the stricture when the patient 
attempts to void there is produced a small break in the 
urethral mucosa, allowing a few drops to escape extra- 
urethrally, thereby producing a severe infection in the 
surrounding tissue. In 95 per cent of these cases of 
acute retention due to extravasation it is necessary to do 
an external urethrotomy operation and drain the infected 
area. In 5 per cent of these cases one may incise the 
local extravasated point and drain it and relieve the 
pressure and congestion, and by the passage of a small 
catheter or filiform the retention may be relieved and 
the patient may be cured by gradual dilatation of the 
strictures with sounds and dilators. In the 5 per cent 
group, if the above procedure does not relieve, one can 
always do an external urethrotorhy in the next 24 to 48 
hours if necessary. 

The retention of urine due to hypertrophy of the veru- 
montanum may be cured by cauterization of the veru- 
montanum by the use of caustics or actual cautery. The 
same applies to polyps in the deep urethra. 


The retention due to bladder tumors situated near the 
neck of the bladder is usually due to the floating of some 
of the fimbriae of the tumor into the neck of the bladder 
at the time the patient begins to void, thereby blocking 
the neck of the bladder. This condition can only be diag- 
nosed by cystoscopy and can only be relieved by fulgu- 
ration or removal of the tumor by open operation. 
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The retention produced by foreign bodies, such as 
stones lodged in the urethra or foreign bodies pushed in 
the urethra, can only be relieved by the removal of these 
objects either by office cystoscopic procedure or open 
operation. 

The retention produced reflexly by operations in the 
pelvis or abdomen adjacent to the bladder, hemorrhoids, 
etc., is usually relieved by one, two or three catheteri- 
zations and requires no further treatment. In this type 
of case it is advisable never to wait longer than eight 
hours to catheterize a patient with such a retention, and 
continue to catheterize this patient every eight hours un- 
til he begins to void, because cystitis produced in the 
bladder is due not to uncleanly methods of catheteriza- 
tion, but to the fact that the bladder is over-distended 
when a patient is allowed to go too long, and the bac- 
teria always present in the urine become very active in 
an over-distended, devitalized bladder. 

The retention of urine due to typhoid fever, wasting 
diseases, pneumonia, etc., usually requires catheterization 
only a few times and as the patient’s general condition 
gets better the tone of the bladder becomes better and 
the patient is able to void of his own accord. 

Another cause of retention of urine may be tabes or 
some other disease of the spine, tumors of the spinal 
cord, or diseases of the nerve roots, and in this type of 
retention the least amount of bladder manipulation the 
hetter for your patient. These patients become infected 
very easily, and once they are infected it is almost im- 
possible to cure them. A great many of these patients 
can be taught to press on the bladder with their hands 
at certain intervals of the day as the bladder fills up; 
this stimulates the bladder to contract, and in that way 
they can void. Certain other of these patients are able to 
void at the same time they are given an enema. Certain 
other of these patients one may set up in bed and by 
increasing their intra- abdominal pressure they are able 
to void. 

Retention due to injury of the urethra, without actu- 
ally rupturing the urethra, can be relieved by wearing 
a retention catheter for a few days. In cases of re- 
tention in which the urethra has been ruptured, wholly 
or in part, the best procedure is to do an external ure- 
throtomy operation for draining. 

The retention due to a rupture of the bladder*in the 
true sense of the word is not a retention of urine but 
simply a leakage of urine through the rent in the blad- 
der into the surrounding tissue. This is a very serious 
type of retention and calls for immediate open operation 
and drainage. 

Retention may also be due to adherent prepuce in the 
infant or small child, which can be relieved by circum- 
cision. 

Retention may also be due to a small meatus in the 
child, which can be relieved by meatotomy. 

You will note that we have been speaking entirely of the 
male so far in this paper, but I want to impress the fact 
that retention of urine does occur in the female, and 
the most common cause of this retention is stricture of 
the urethra. The next most common cause is sclerosis 
of the urethra, which is a chronic gradual reduction in 
the size of the urethra and the total urethra is involved, 
whereas in the stricture only certain portions may be in- 
volved. Urethral caruncle may also produce retention 
of urine. Foreign bodies, stones and tumors may occur 
in the female the same as in the male. I have seen 
retention of urine occasionally due to cystocele and pro- 
lapse of uterus. This produces angulation of the ure- 
thra to such a point that the patient is unable to void. 
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This retention is relieved by operative procedure for 
correction of the producing defect. 

I now want to give the proper routine for exam- 
ination of a patient with retention of urine. First of 
all, accurate history; Second, general inspection and 
rectal examination before and after catheterization; 
examination of external genitals; examination of the 
bladder by palpation and percussion; examination of 
the urethra by bulbous bougie ; catheterization and meas- 
uring the amount of residual urine. and determination 
whether the urine is clear or cloudy. 

In cases of retention produced by stricture of the 
urethra it is always advisable to check up on the ex- 
pressed secretion from the prostate gland because many 
of these patients have a devitalized canal lying behind 
the stricture with a low grade infection, which produces 
a chronic posterior urethritis, further producing a pros- 
tatitis, and it will be necessary that the prostate be mas- 
saged at regular intervals to clear up this condition in 
conjunction with the dilatation of the urethra by sounds. 
It is always necessary after the relief of the retention in 
enlarged prostate cases that one cystoscope the patient 
to determine the condition of the bladder wall and the 
extent of the prostatic hypertrophy within the bladder, 
because one may be surprised to find that the prostate 
per rectum may be very small and that the lobes pro- 
jecting into the bladder may be very large; that in many 
instances both the lateral lobes will be very small, and 
a pedunculated middle lobe more or less as a ball- 
valve will be obstructing the outflow of urine. In this 
particular type of case it is very easy to catheterize, 
but it is almost impossible for a patient to void any 
urine. 

I would advise that the men who are doing internal 
medicine and general practice equip themselves with at 
least a half dozen filiforms, tunnel sounds sizes 9, 12 
and 16, and a few silk coudé olivary tip catheters, sizes 
8. 10, 12, 14, and you will find that in a great many 
instances the retention of urine can be relieved with the 
use of this equipment. 

32 Pierrepont Street. 


The Sinuses 


In the majority of cases of sinus trouble the infection takes 
place by extension from the nasopharynx and it is obviously 
important that this area be kept in healthy condition. The 
tympanic cavity, antrum and mastoid cells are included as 
an accessory sinus which connects with the pharynx by the 
Eustachian tube. Becker, in the Eye, Ear, Nose and Throat 
Monthly, April, 1931, brings out these points and stresses the 
fact that normal condition of the sinuses depends upon their 
proper ventilation and drainage. In cases occurring in chil- 
dren or in those of adults, where no permanent pathologic 
changes have taken place in the mucous membranes, non- 
surgical treatment is usually sufficient and is based upon 
suction, irrigation, inflation, electrotherapy and phototherapy, 
together with regulation of diet and hygiene and the use 
of drugs, vaccines, etc. Suction cleans away the discharge 
and gives rise to beneficial hyperemia. Autosuction, per- 
formed by the patient compressing his nose and then draw- 
ing air into the lungs, which takes the air from the naso- 
pharynx, is of value in diagnosis in those cases where pus 
may be present but is not visible; this procedure tends to 
drain the sinuses and bring the secretion into view. Drugs 
are uused for antiseptic action and vasoconstriction; cocain, 
adrenalin and ephedrin are good to obtain the latter effect 
and the various silver preparations are the best antiseptics. 
Shrinkage of the swollen mucous membranes by the vaso- 
constrictors accomplishes drainage and mentalation while 
sedative and decongestive effect is brought about by the 
silver preparations. In place of nasal argyrol, or neosilvol, 
tampons of 10 percent, the author uses equal parts of a 
20 percent solution of one or the other with a 3 percent 
watery solution of ephedrin; the ephedrin keeps the sinus 
openings clear and so permits of better action by the silver. 
—Amer, Med. 
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RANSPOSITION of the abdominal viscera is 
a rare condition, less frequently found than 
some of the other structural defects of the gas- 
trointestinal tract, such as imperforate anus or con- 


Fig. 1—Showing defect on greater curvature of the stomach. 


genital hypertrophic stenosis of the pylorus. In 
cases of transposition only, the intestinal tract is 
complete, functions normally, and the anomaly may 
not be detected unless some conditions arise necessi- 
tating an exploration of the alimentary tract, or 
#-ray examination. There is seldom any symptom or 
sign upon physical examination that would lead one 
to suspect the condition. Such a case presented her- 
self for treatment. Her history is as follows: 

Patient: N. F. Age: 33 yrs., female, white, con- 
sulted us in March 1930, complaining of severe pain 
under left breast and in the left hypochondrium, and 
persistent vomiting. According to her history she 
had a normal birth, was breast fed and enjoyed a 
normal childhood. Of the diseases of childhood, she 
had measles and mumps. Menstruation began at 12 
years of age, regular 28-day type, lasting eight days 
and painful. 

At seventeen years of age, after having several at- 
tacks of pain in the lower abdomen, was operated 
upon for appendicitis. An abscess had formed and 
she was drained for several weeks. 

She was married at the age of 25, had one mis- 
carriage, but no children. In 1922, had a bilateral 
salpingo-oophorectomy, but a small portion of the 


* From the Clinic of the National Stommach Hospital, Philadelphia, Pa. 


Philadelphia, Pa. 


left ovary was retained. In 1928, a tonsillectomy was 
performed. 

Regarding her family history, her father is living 
at 74 years, but is not well. Mother died of heart 
disease, one brother died of tuberculosis, and seven 
are living and well. 

In March, 1930, her present illness began with vem- 
iting and pain in the left hypochondrium. She had 
never suffered from indigestion before this time. Her 
appetite was normal. She had sour regurgitations 
and intermittent attacks of nausea. Pain under left 
breast was rather constant, at times stabbing in‘char- 
acter. It was not relieved by taking food. She com- 
plained of a sense of weight, pressure and fullness or 
bloating, in upper abdomen. During an attack of 
pain, she felt best when standing and worst when 
lying down. After eating she frequently vomited in- 
voluntarily, which always gave relief. The vomitus 
contained food and bile, but no blood. Tomatoes 
and fried foods of any kind always disagreed. There 
were no symptoms referable to the pulmonary, car- 
diac or renal systems. She was of the neurotic type 
and quite irritable. Her highest weight was 130 
pounds in 1919; in March, 1930, it was 98, a loss of 
32 pounds. 

On physical examination, she appeared to be un- 
dernourished, of ptotic habitus, but otherwise nor- 
mal. Her teeth were in fair condition, tongue coated 


Fig. 2—Shows absence of small intestines from the normal site 
and deformity of the colon covered by webped-shaped membrane 


and breath normal. Neck, lungs and heart normal. 
Her abdomen present a scar in the midline below 
the umbilicus. It was distended slightly in the epi- 
gastrium, and on pressure the abdomen was ¢x- 
quisitely tender just below the border of the ribs 
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in the left hypochondrium. 

The x-ray examination showed an enlarged and 
dilated stomach, with a marked filling defect on the 
greater curvature at the cardiac end, the stomach at 
this point being pulled toward the spleen. The bar- 


Fig. 3—Note_ ligament constricting the duodeno- 
jejunal junction with the lines indicating the site of apposition. 
ium did not follow the usual course of the duodenum, 

but remained on the right. side. 

LABORATORY FINDINGS 

Urinalysis gave normal findings. 

Gastric analysis revealed a hyperacidity—sustained 
curve, occult blood positive throughout, no re- 
tention. 

Duodenal drainage was unsatisfactory and not re- 
peated. 

Blood examination revealed a mild degree of anemia, 
hemoglobin 63%. 

Examination of feces was negative. 

Blood sugar 96.2, non-protein N. 31.0, Urea nitrogen 
12.6, chlorides 582 M.G.M. 

Kahn and Wassermann negative. 

A diagnosis of gastric ulcer at the site of the de- 
formity on the fundus, as shown by the #-ray exam- 
ination, (Fig. 1) was made. In March, 1930, the pa- 
tient entered the National Stomach Hospital and was 
placed on a modified “Sippy Treatment” with com- 
plete rest in bed. Her pains and vomiting were grad- 
ually relieved and she left the hospital in two weeks 
free from any distress. She remained well until Aug- 
ust, 1930, when after eating tomatoes, her symptoms re- 
turned, and she was again admitted to the hospital 
for operation. 

On August 26, 1930, the abdomen was opened by 
a left rectus incision which extended from the costal 
border to one inch below the level of the umbilicus. 
The stomach was very much larger than normal, 
duodenum markedly enlarged, about four inches in 
diameter, and giving the appearance of an hour glass 
contraction of the stomach with the pylorus forming 
the constriction. There was a thick band of adhe- 
sions attaching the fundus of the stomach and the 
inner border of the spleen, explaining the filling de- 
tect, as shown by the #-ray examination. The walls 
of the stomach at this site were normal. The ascend- 
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ing colon began near the brim of the pelvis with a 
distinct mesocolon attached just to the right of the 
spinal column. It extended upward to near the level 
ot the third lumbar vertebra, when it curved to the 
left, and the transverse colon followed the usual at- 
tachment across the abdominal cavity to the splenic 
flexure and then downward until it reached the lower 
border of the iliac fossa on the left side. From this 
point it curved sharply to the right and diagonally 
upward to the midline, when it again curved sharply 
downward until it reached the brim of the pelvis. 
(See Fig. II). It was held in this position by a web- 
shaped band of adhesions, plastering it down to the 
posterior abdominal wall, beneath the transverse 
mesocolon. At the brim of the pelvis it became the 
sigmoid or pelvic colon, which was nearly thirty 
inches in length, with a well marked mesosigmoid. 

When the transverse colon was elevated, there was 
no evidence of the jejunum passing through the 
mesocolon or of the ligament of Trietz. The small 
intestine, which occupied the space below the trans- 
verse colon, had no mesenteric attachment at the nor- 
mal site. Retracting the ascending colon to the left, 
and with gauze sponges displacing downward the 
small intestines which filled the space between the 
ascending colon and the right abdominal wall, the 
duodenum could be traced passing under the gastro- 
hepatic ligament and continuing as the jejunum. The 
mesentery began at this point and extended down- 
ward to the pelvis, to the right of the colon and meso- 
colon, and terminated at the cecum. The mesentery 
was sufficiently long to permit the small intestines to 
occupy their normal position beneath the transverse 
colon by swinging around the cecum. 

The duodenum above the jejunum was markedly 
dilated, as mentioned, and was almost completely 
surrounded by peritoneum. The gall-bladder was 
full and distended and was attached to the duodenum 
by adhesions, but the walls were not thickened. 

The gastro-hepatic ligament was constricting the 
duodeno-jejunal junction, causing a marked duodenal 
stasis with a patent pylorus, but there was no evi- 
dence of a duodenal ulcer. It was evident that the 
duodenal stasis was responsible for her symptoms. 
On account of the large blood vessels which the 
gastro-hepatic ligament contained, it could not be 
severed and a duodeno-jejunostomy was indicated. 
(Fig. III). The size and mobility of the duodenum 
and the position of the jejunum facilitated the ap- 
position of these two segments and an anastomosis 
was easily performed by the aid of clamps. As there 
was no evidence of ulcer at the fundus the adhesions 
between the stomach and spleen were not molested. 
The uterine appendages and appendix were not 
found. The fourth day after operation all vomiting 
ceased and she made an uninterrupted recovery and 
left the hospital free of all of her symptoms. She 
has remained symptom free up to the present time. 

CoMMENTS 

The cause of the duodenal stasis in this case was a 
constricting band of adhesions across the duodeno- 
jejunal junction producing a dilatation of the duoden- 
um and secondarily of the stomach. This condition 
was undeniably present when she was first admitted 
to the hospital in March, yet in two weeks with com- 
plete rest in bed and a strict liquid diet for the first 
week all symptoms disappeared. Under a restricted 
diet she remained well for about four months until a 
dietary indiscretion caused a return of all symptoms. 
So long as she followed the proper dietary regimen, 

(Continued on page 327) 
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F all the operations which the urologist is called 
upon to perform, suprapubic cystotomy is probably 
the most frequent, its purpose being to make access- 

ible the interior of the bladder for the purpose of drain- 
age or removing the prostate and foreign bodies, or the 
treatment or removal of new growths. Suprapubic cys- 


Abdomino- Pelvic Fascia 


totomy was first introduced into surgery by Pierre 
Franco in 1561 and then dropped out of sight for a 
hundred years until revived by Mercier in 1635. Again 
it disappeared from practice until 1723 when Douglas, 
of London, performed the operation in four cases suc- 
cessfully, and in 1727 Cheselden operated six times with 
one death. 

At this time suprapubic cystotomy was superseded by 
the perineal operation and again had its hundred years’ 
sleep until 1879 when, under the auspices of Garsen and 
Petersen, it came to the fore again. 

Its success depends upon the anatomical fact that when 
the bladder is filled with from four to six ounces of water 
it rises out of the pelvis, leaving a space an inch and a 
half long uncovered by peritoneum, called the space of 
Retzius, through which the bladder can be easily entered 
without wounding the peritoneum with its contained 
omentum and intestines dying safely out of the way on 
the vault of the bladder. 

There are certain anatomical points, however, in rela- 
tion to the various layers of fascia investing the interior 
surface of the bladder which should be remembered. 

. After incising the skin and fat and going through the 
linea alba between the rectus muscles, the surgeon meets 
with the transversalis fascia. When this is divided, the 
fascia umbilicovesicae (fascia Faraboeuf ) is encountered. 
The upper part of this fascia is attached above to the 
transversalis fascia near the umbilicus and below to the 
lower part of the symphysis. At its lower extremity it 
splits, the anterior part being attached to the symphysis 
and the posterior part connected with the surface of the 
bladder and extending downward towards the prostate. 


ene before the American Association of Genito-Urinary Surgeons, 
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In order to avoid wounding the peritoneum accidental- 
ly, it is a common practice among surgeons to push up- 
ward the fold of peritoneum covering the upper part of 
the bladder with gauze, after the bladder has been 
brought into view. The effect of this rough disturbance 
of the relation of fascia vesicae and bladder is to open 
up into the cellular tissue, a very considerable space lying 
behind the symphysis. This space is very liable to be 
filled with urine, which leaks around the drainage tube 
lying in the bladder and:is often converted into a pool 
of stagnant decomposing urine which has poor drain- 
age and may be converted into a sloughing septic wound, 
from which a pericystitis or general sepsis may arise. 

A simple method of opening up the post-pubic space 
is as follows: 

The bladder is filled with water and the usual longi- 
tudinal incision made through the skin, fat, linea alba 
and transversalis fascia. With wide retraction of the 
wound the fascia umbilicovesicae is divided, not in the 
longitudinal direction, as is usually practiced, but trans- 
versely, using light strokes of a sharp scalpel until the 
muscular fibers of the bladder wall are well exposed. 
This maneuver leaves the,part of the fascia umbilico- 
vesicae below the transverse incision closely attached to 
the lower half of the bladder and its lower end is fast 
to the symphysis, thus closing in completely the post- 
pubic space so no leakage of urine can get to it. The 
upper part of the fascia vesicae above the transverse 
incision which is still attached to the bladder wall can 
be pushed back with gauze, carrying the fold of peri- 


Distended bladder covered by fascia um- 
bilico-vesicae. Fascia divided transversely. 


toneum as far as the urachus, with which the peritoneum 
is so intimately bound that it will tear if forcible attempts 
are made to push the peritoneum beyond that point. 

If it is desired to extra-peritonize the bladder at thi- 
stage of the operation, this may be accomplished by 
Voelcker’s technic. 

The bladder having now been exposed and the fascia 
vesicae and the peritoneal fold having been pushed out 
of the way, and the post-pubic space protected by the 
lower fold of the fascia vesicae, it now remains to open 
the bladder. The usual direction in which the incision 
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is made is longitudinal. There are, however, many ad- 
vantages in opening the bladder by a transverse incision 
through the muscular and mucous coats. If stay sutures 


Fascia Umbilico. Vesicae divided trans- 
versely and pushed upwards within peri- 
toneal fold, exposing muscular coat and 

veins of bladder 


are introduced at the upper and lower margins of the 
proposed incision, the bladder may be steadied and held 
while a sharp-pointed bistoury is plunged through its 
wall, and a large tube inserted into the bladder to carry 
off the injected water. When the bladder is dry the 
incision may be enlarged laterally on one or both sides 
to any extent desired. 

The advantages of the transverse incision in the blad- 
der wall over the usual longitudinal incision are several 
—First, the incision may be enlarged to one side or the 
other to afford inspection of the cavity of the bladder 
or resection of a part of its wall. Second, on suturing 
the bladder the whole line of incision is within easy 
reach of the surgeon’s eye and hand. Third, quite a 
good sized cup of natural uncut bladder at the base is 
left which holds the urine better than if the incision were 
carried down to the lower part of the bladder, and the 
formation of this natural cup is aided by the ease with 
which the incision may’ be made higher up towards the 
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fundus, and also the greater facility in complete suturing 
around the drain, for it is not always so easy to put a 
suture in the lower angle of the bladder wound behind 
the pubis when the longitudinal incision has been made. 

The question has been raised as to whether these trans- 
verse incisions in the bladder wall heal as rapidly as the 
longitudinal one. In my work in the last four years I 
have invariably used the transverse incision after care- 
ful division of the fascia umbilicovesicae and I find that 
patients with the transverse incision heal as quickly and 
as surely as others did when I used the longitudinal 
incision. 

I might add in closing that I always use a rubber 
angled tube to drain the bladder after opening it: this 
is left in for about a week. I also leave the lower angle 


Bladder held with sutures and opened 
transversely. 


of the abdominal wound wide open with a small drain or 
gauze tampon carried between the rectus muscles down to 
the bladder to afford drainage for any possible leak 
around the bladder drainage tube. 
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Transposition of the Intestines 


the food was digested and sufficiently liquified to 
pass the constrictions. It is difficult to explain why, 
during an attack, she felt better in the erect position 
than in the prone, unless it was that gravity aided 
the emptying of the duodenum and the constricting 
bands were more relaxed, while in the prone position 
the drag of the liver on the constricting bands caused 
a greater diminution in the lumen of the intestine, 
increasing the distention. 

This condition illustrates the difficulty encountered 
in obscure dyspepsias in which congenital defects 
are in the background. The marked abnormality of 
the cardiac portion of the stomach simulating ulcer 
defects caused us to overlook the transposition of the 
small intestine. It is interesting to note that the 
x-ray film (See Fig. IV) did not reveal the marked 
duodenal dilatation seen at operation. The intensity 
of the left epigastric and left hypochondriac pain, 
stabbing at times but not relieved by food taking, 
was the result of stasis. Ulcers are diagnosed in 35% 
of these cases. Usually the symptoms are of longer 
duration, frequently from childhood, the average be- 
ing 11% years. Marked toxic symptoms seen in 40% 
of the cases were absent although there were occa- 
sional headaches and dizziness. The vomiting of 
food and bile and the constipation seen in duodenal 


Fig. 4—X-Ray film showing the small intestines on the right side 
with no perceptible dilatation of the duodenum. 


(Concluded on page 334) 
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Preliminary Vasectomy Through Suprapubic 
Cystotomy Incision 


Jacos Sarnorr, M.D. 


ATTENDING 


SURGEON, UNITED ISRAEL-ZION HOSPITAL AND BROWNSVILLE AND EAST NEW YORK HOSPITAL 


Brooklyn, N. Y. 


OR the past few decades, a great deal of con- 
troversy and difference of opinion has existed 
as to when a prostatectomy should be done in 

one or two stages. Of late another stage has been 


added in the form of vas ligation so that some urolo- 


gists now advocate a three-stage procedure: 


P. S. P. output, cystoscopic examination and urinary 
findings. In either case, vasectomy can always be 
done together with the first stage, that is, the supra- 
pubic cystotomy, thus eliminating a third separate 
procedure. 

Vas ligation is now becoming popular because it 


Fig. 1—-VASECTOMY THROUGH SUPRAPUBIC INCISION: 


A. View of aponeurosis of external oblique, external abdominal rings 
by dotted line. 


B. Thumb displaces cord toward midline incision where vas 1s felt by index finger and grasped by clamp. 


permatic cords, showing right cord lifted up and site of icision indicated 
C. Right vas held in 


clamp, part of left vas excised, ends ligated. D. Spermatic cords back in normal position and cystotomy about to be performed. 


First—ligate the vas on either side through two 
separate incisions. 
Second—At some later date, do a suprapubic cys- 
totomy for drainage. 
Third—A week or two later do a prostatectomy. 
This necessitates three separate operative proced- 
ures, three local, spinal or general anaesthetics and 
three distinct chances for infection. Likewise, the 
stay in the hospital is necessarily prolonged, resulting 
in an added expense both to the hospital and to the 
patient. 
Whether or not a one or two stage prostatectomy 
should be done will naturally depend on the condi- 
tion of kidneys and bladder as evidenced by the 


is a rational procedure. It blocks any infection ex- 
tending from the bladder to epididymis and testicle. 
However, the three-stage operation with its three 
separate incisions now in vogue for prostatectomy 
appears to the writer mutilating and unnecessary. A 
one or two stage operation with only one incision 
is required, as the writer is now doing the vas liga- 
tion through the same median suprapubic incision 
with very little difficulty and no additional dissec- 
tion. In the last four cases in which a one-stage 
prostatectomy was done with gratifying results, the 
vas on either side was ligated through the same in- 
cision in the following manner: 
(Concluded on page 336) 
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Neurology 


Intracellular Parasitic Forms in Multiple Sclerosis 

P..Guiraud (Encéphale, 26:349, May, 1931) reports 
the demonstration of intraceilular parasitic forms in a 
case of multiple sclerosis running a rapid course. His- 
tological examination of the brain and spinal cord showed 
numerous plaques of demyelinization; some of these 
were evidently of recent origin. The latter showed nu- 
merous hypertrophied macroglial cells with few and 
short prolongations. It was in those macroglial cells that 
the parasitic forms were found; they were not found in 
the macroglial cells of the older sclerotic plaques. The 
author is of the opinion that these parasitic forms would 
be demonstrable only in cases of multiple sclerosis ter- 
minating with a process of acute myelitis. The parasitic 
forms were found usually at the periphery of the macrog- 
lial cells, and as a rule only one to a cell, but occasion- 
ally three or five to a cell. These parasites show three 
stages: 1. A small oval mass, staining homogeneously ; 
2. An oval form with the chromophile substance col- 
lected at the two poles, the central portion staining faint- 
ly; 3. A spindle-shaped form, with chromophile masses 
in the two ends. The constant characteristics of these 
forms, the complexity of their structure, the presence 
of a clearly defined nuclues, and their staining character- 
istics, especially with the Giemsa stain, show them to be 
definite cellular entities evidently of exogenous origin in 
relation to the cells of the neuroglia, and most probably 
representing the parasitic etiological factor of the dis- 
ease. The author has also observed rod-like forms in the 
ependymal cells which resemble the organisms de- 
scribed by Steiner in multiple sclerosis, and indicate that 
the parasite of this disease may be polymorphous and as- 
sume a spirochetal form. The forms found by him also 
resemble the spherical forms demonstrated by Chevassut, 
Braxton-Hicks and Hocking in cultures of the cerebro- 
spinal fluid from cases of multiple sclerosis. 


Hemorrhagic and Cerelellar Forms of Encephalitis 

Lethargica 

Alfred Gordon (Journal of Nervous and Mental Dis- 
eases, 73:478, May, 1931) reports 2 cases of encephalitis 
lethargica with typical symptoms in which one or more 
attacks of hemorrhagic meningitis developed with blood 
in the spinal fluid and an exacerbation of all the symp- 
toms. Both of these cases came to autopsy and showed 
the characteristic histological changes of encephalitis 
lethargica with hemorrhagic foci. He also reports 2 
cases of encephalitis lethargica with typical symptoms at 
onset, in which cerebellar symptoms subsequently devel- 
oped, similar to those observed in cerebellar tumor. 
These symptoms, the author notes, are the opposite of 
those of encephalitic Parkinsonism, being characterized 
by muscular hypotonia and incoérdination. Both these 
patients recovered with disappearance of the cerebellar 
phenomena, and only slight encephalitic sequelae. The 


virus of encephalitis, which is known to have a special 
affinity for the muscular tonus apparatus, attacked the 
cerebellar pathway chiefly in these cases. “There is no 
difference in the character of the lesion, but only in its 
localization.” These 4 cases illustrate the marked poly- 
morphism of the symptoms produced by the encephalitic 
virus. Both the hemorrhagic processes in the first 2 
cases and the cerebellar symptoms in the last 2 cases are 
“the expression of a different localization of the same 
pathological process.” 
Encephalography in Epilepsy 

J. Notkin (Archives of Neurology and Psychiatry, 
26:115, July, 1931), reports encephalographic studies 
in 17 cases of idiopathic epilepsy with no evidence of 
focal lesions. In making the encephalograms, from 5 
to 10 c.c. of cerebrospinal fluid was withdrawn at a 
time and replaced by an equal amount of air; the total 
amount of fluid withdrawn and air injected varied from 
75 to 155 c.c. The encephalograms were made with the 
patient lying down, lateral, antero-posterior and postero- 
anterior views. In 8, or 47 per cent., of these patients, 
the encephalogram was normal. In 4, or 24 per cent., 
dilatation of the ventricles and of the subarachnoid 
spaces was shown with some evidence of leptomeningeal 
adhesions. In 5 cases, or 29 per cent., there was evi- 
dence of a definite pathological process—leptomeningeal 
adhesions, distortion of the ventricles, etc.,—not ap- 
parently active. There was no definite correlation be- 
tween the degree of the ventricular dilatation or the 
extent of the pathological changes and the severity of 
the epilepsy. No epiletic seizures followed encephalog- 
raphy, but all patients showed meningeal symptoms— 
headache, rigidity of the neck, etc—which the author 
believes can be prevented or reduced by injecting air in 
slightly smaller amounts than the quantity of fluid 
withdrawn. 


Treatment of Disseminated Sclerosis by Liver 

A. Goddall and J. K. Slater (British Medical Jour- 
nal, 1:789, May 9, 1931) report the use of liver in the 
treatment of a small series of cases of disseminated 
sclerosis, This treatment was tried because of the 
marked improvement of the spinal cord symptoms of 
pernicious anemia observed in some cases under the 
liver treatment, which some investigators attributed to a 
factor in the liver that supplies a deficiency which is 
the cause of the nerve involvement. Five cases of dis- 
seminated sclerosis are reported in which treatment 
with whole liver for several months resulted in marked 
improvement to an extent beyond that observed in spon- 
taneous remission of the disease in the authors’ expe- 
rience. Two of the patients, previously unfit for work, 
have returned to work at manual labor. One patient 
who could not stand alone and another who could not 
walk without assistance are now walking well. The fifth 
patient, who had been unable to take part in games for 
two years, now plays hockey. In all these cases nystag- 
mus is much less or has disappeared entirely. The au- 
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thors have treated other cases with equally encouraging 
results, but more recently so that the improvement is of 
too short a duration. The authors suggest that these 
results indicate that multiple sclerosis may be a deficiency 
disease. 
COMMENT 

(Treatment of Disseminated Sclerosis by Liver.) 

The reviewer has treated two cases of multiple sclero- 
sis with intensive liver therapy purely on an empiric 
basis. In both cases there was an associated secondary 
anemia. Due to its natural tendency to spontaneous 
remissions, any form of treatment in multiple sclerosis 
is difficult to evaluate. We feel that in some instances a 
remission has been induced by treatment. One of these 
cases revealed a marked improvement in both subjective 
and objective symptoms—lasting now for a period of 
nine months. 

Again, in a disease of such apparent hopelessness as 
multiple sclerosis, any form of treatment to induce im- 


provement should be tried. 
Harotp R. Merwartu, M.D. 


Active Immunization in Neurosyphilis With Avirwent 
Spirochaeta Pallida 

L. Benedek (Monatsschrift fiir Psychiatrie und Neu- 
rologie, 79:33, May, 1931) reports the treatment of a 
small series of cases of neurosyphilis with cultures of 
living Spirochaeta pallida rendered avirulent according 
to a special method devised by Hilgermann. The in- 
jections were given intramuscularly at intervals of 
two weeks. The initial dose was 0.5 to 1.00 c.c. of 
the spirochetal suspension; if there was any improve- 
ment, the next dose used was smaller (0.1 to 0.2 c.c.). 
Four to six injections were usually given. In 4 cases 
of tabes and 3 cases of taboparesis there was very defi- 
nite improvement, especially relief of the gastric and 
other crises and the root pains, and in 2 cases marked 
diminution of the ataxia. In 5 cases of general paraly- 
sis, however, the treatment was without effect. No 
other treatment was used prior to or during the treat- 
ment with the living spirochetal vaccine, a method which 
produces an active immunization. 

CoMMENT 
(Active Immunization in Neurosyphilis With Avirulent 
Spirochaeta Pallida.) 

This treatment is attended with difficulties. It re- 
quires very special technique, not only to grow this or- 
ganism in sufficient quantities, but to render it aviru- 
lent. 

The results obtained in this small series justify its 
repetition—particularly in the crises of tabes. 

Harotp R. Merwartu, M.D. 


Neural Symptoms in Pernicious Anemia 

K. C. Smithburn and L. G. Zerfas (Archives of Neu- 
rology and Psychiatry, 25:1100, May, 1931) report a 
study of 115 patients, 110, or 95.6 per cent., of whom had 
symptoms of neural involvement; 35, or 30.4 per cent., 
had marked neural manifestations, and 7, or 6 per cent., 
had adefinite psychosis. Of the neural symptoms, paresthe- 
sia was the most frequent, occurring in all of the 110 
cases ; the toes and feet were first involved, then the fin- 
gers and hands. Impaired sense of vibration over the long 
bones was present in a large percentage of cases. Ataxia 
was present in 48 cases, but in 13 of these it was prob- 
ably due only to muscular weakness, in the remainder 
to spinal cord involvement; of the latter group some 
were of the flaccid type resembling tabes, and some of 
the spastic type. Although only 7 patients showed a true 
psychosis, mental depression was common, especially 
during a severe relapse of the anemia. These patients 
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were all treated with potent fractions of liver and desic- 
cated hog’s stomach (3 cases) in amounts adequate to 
maintain a normal red cell level. Under liver treat- 
ment the majority of the patients showed marked and 
early improvement in the paresthesias, which entirely 
disappeared in some cases. Mental depression was usu- 
ally relieved and patients became cheerful and optimis- 
tic as the blood showed satisfactory response to the 
treatment. Of the 7 cases with definite psychosis, 3 
showed progressive deterioration, and the others only 
slow improvement. In many cases only the ataxia im- 
proved, especially if this symptom was due to muscular 
weakness; but in cases with hyperactive tendon re- 
flexes and toe reversal signs, improvement was less 
marked and occurred but slowly. In some cases, neural 
symptoms showed no improvement under liver treat- 
ment, but were arrested ; in others they progressed stead- 
ily in spite of the maintenance of a normal red cell 
count. In the authors’ opinion these results indicate 
that liver extract does not contain any specific antineu- 
rotic substance, although it acts favorably on the neural 
symptoms in many cases of pernicious anemia. 
CoMMENT 
(Neural Symptoms in Pernicious Anemia.) 

This group comprises a fairly large number of cases, 
in which an analysis of the symptoms is worth while. 

In the experience of the reviewer, the improvement 
in the neural symptoms is entirely dependent on the im- 
provement of the blood picture. Despite the general 
improvement, the objective physical findings, deep and 
superficial reflexes, vibratory and postural sensibility may 
show little or no change. Despite its apparent lack of 
success in a few cases, liver therapy offers our only 
method of treatment in combined sclerosis of the cord, 
and must be pursued vigorously. 

Harotp R. Merwartu, M.D. 


Physical Therapy 


Physical Therapy in General Practice 

C. S. Wright (Canadian Medical Journal, 25:65, July. 
1931) discusses the value of certain forms of physical 
therapy in general practice, considering especially his 
own experience in orthopedics including various joint, 
muscle and nerve injuries and chronic arthritis. Dia- 
thermy and the quartz light he considers to be the two 
methods most easily applied and likely to be of most 
use in general practice. Diathermy caues active hyper- 
emia and is sedative to the sensory nerves; it is of value 
to reduce pain and swelling after injury; and also in 
chronic lesions from either disease or injury especial], 
around joints. The quartz light is “only a part of sun- 
light,” but it can be used in seasons when little sunlight 
is available. It can be used in general applications fo: 
its stimulating effect on general metabolism; and als. 
locally as a counter-irritant. The local use as a counter- 
irritant the author has found very effective in neuritis: 
a dose that gives a moderate sunburn is sufficient. The 
author always uses the quartz light in conjunction wit! 
diathermy in chronic sinuses of tuberculous or pyogenic 
origin. The galvanic current is used for ionization in 
chronic joint lesions and scar tissue. With galvanic 
current the cathode softens tissue and the anode con- 
tracts, and the current should be used accordingly. In 
chronic constipation, which so frequently accompanies 
chronic arthritis, abdominal application of the galvanic 
current, combined with colonic irrigation, has prove 
very helpful. The faradic current is used to stimulate 
weakened muscles where the nerve is intact; it is of 
special value in shoulder disabilities of this type and fo!- 
lowing operations and injuries on the knee. Radiant 
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heat and massage (the heat being used prior to massage) 
supply “the finishing process to most treatments” in the 
author’s orthopedic work. 


Physical Therapy in Burns 

W. S. Peck (Archives of Physical Therapy, 12 :237, 
June, 1931) reports the use of various physical thera- 
peutic measures in conjunction with surgical treatment 
ot extensive burns. The patients treated with these 
methods at the University of Michigan Hospital all had 
burns that had denuded at least 200 square inches of the 
body surface, and the wounds were heavily infected. 
After admission to the hospital, supportive treatment to 
improve the patient’s general condition was given and 
all necrotic materials removed surgically from the wound 
surface. The wound was then prepared for skin graft- 
ing by continuous heat derived from an “oven baker” 
with tungsten filament bulbs and daily treatment with 
ultra-violet rays from a mercury are lamp. The skin 
erythema dose for each patient was determined by ex- 
posing small areas of skin over the scapula to the lamp 
to be used in treatment; the shortest exposure necessary 
to induce the first distinct homogeneous erythema repre- 
sented a skin erythema dose. For heavily infected 
wounds a 100 to 150 per cent. skin erythema dose was 
used for the first treatment; for the next two treatments, 
the dosage was somewhat reduced, and for further treat- 
ments it was reduced to 70 per cent. of the skin erythema 
dose. Gauze saturated in normal saline over a single 
layer of perforated fabric was used for dressing. In a 
period of about two weeks under this treatment, the 
wound was free from infection and ready for skin graft- 
ing. The ultra-violet radiation was begun again three 
to six days after the skin-grafting operation. There 
was no infection, and the spread of epithelial tissue from 
the grafts was rapid. The effect of the ultra-violet radi- 
ation on these wounds the author attributes to the fol- 
lowing factors: A bactericidal action on the surface 
bacteria; production of an active hyperemia that in- 
creased nutrition and local bactericidal action; and pos- 
sibly a stimulation of cell growth. During the period of 
preparation for skin grafting, passive (or active) move- 
ment of the joints involved was carried out. As soon 
as the surface was adequately covered with epithelium, 
massage and occupational exercises were instituted. 


The Use of Air-Cooled Ultra-Violet Radiation 

C. M. Hanby (Physical Therapeutics, 49:214, May, 
1931) describes his method of treatment with ultra- 
violet irradiation, employing an air cooled mercury vapor 
lamp in quartz. He has found that the best results are 
obtained with exposures of low intensity and brief du- 
ration, avoiding all reaction except a slight pink colora- 
tion of the skin, relatively frequent repetitions of expos- 
ure and a long course of treatment. He rarely uses 
an exposure of more than one minute at the beginning 
ot treatment; with children not more than half a minute. 
The skin should become only slightly pink six to eight 
hours after exposure; subsequent exposures will have to 
be slightly increased above that first producing this reac- 
tion. Only in certain skin diseases, such as acne vul- 
garis, where local applications are used, should a more 
severe reaction be produced. In most conditions the 
whole body is exposed, first the anterior and then the 
posterior aspect. The systemic effects produced by the 
ultra-violet rays are of the greatest value in therapeutics. 
With this method of dosage, the author has never seen 
any ill effects. Excellent results have been obtained in 
tuberculosis of all types, including pulmonary tubercu- 
losis, in anemia and malnutrition in children, and in skin 
diseases. Many patients, both adults and children, who 
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showed a tendency to frequent colds, have had this 
tendency entirely or largely corrected by ultra-violet 
irradiation by the method described. 


X-Ray Therapy 

E. C. Thrash and W. Pope Baker (Southern Medical 
Journal, 24:632, July, 1931) report that they have 
treated over 600 cases with X-rays. While these cases 
include many with all forms of neoplasms, they also in- 
clude many other pathological conditions : Hodgkin’s dis- 
ease and leukemia; thyroid dyscrasias; many types of 
skin diseases; tuberculosis of the larynx, lymph glands 
and peritoneum ; sciatica and neuritis ; chronic infections ; 
bronchial asthma. The authors are of the opinion that 
there is “more to be accomplished in non-cancerous x- 
ray therapy than in the treatment of cancer.” They point 
out that there is “only one step from the ultra-violet rays 
to the wave lengths that produce x-rays”; and they have 
found that the wave lengths just a little shorter than the 
ultra-violet rays, which are obtained only with the x-ray 
tube, have great therapeutic value. They probably stim- 
ulate cell activities; they certainly bring about beneficial 
metabolic changes. Among other conditions treated with 
excellent results with the x-rays, the authors mention es- 
pecially: Tracheo-bronchial adenopathies, particularly in 
children, whether tuberculous or caused by whooping 
cough, measles, or other infections; asthma and hay 
fever, in which conditions better results have been ob- 
tained than with any other method; and relief of pain in 
sciatica, neuritis and tumor metastasis by irradiation over 
the nerve-roots. 


Modifications of Blood and Urinary Sugar by X-Ray 
Irradiation 

Langeron and his associates at Lille (Bulletin officiel 
de la Société francaise d’electrothérapie et de radiologie 
médicale, 40:136, March, 1931) have found that x-ray 
irradiation over the spine at any level caused a definite 
and progressive lowering of the blood sugar in normal 
subjects. In diabetics, the blood sugar was lowered to a 
still greater degree, and the glycosuria correspondingly 
diminished. The dosage used was 2,000 R. over each of 
two zones, given in four treatments at intervals of two 
days, using 130 kv. and a filter of 5 to 10 cc. of alu- 
minum. In diabetics without any restriction of diet. 
treatment with the x-ray alone resulted in a marked and 
lasting reduction of the blood sugar and the glycosuria. 
In some cases more than one series of treatments was 
given. In cases of acidosis, the treatment was not ef- 
fective, but in many cases of diabetes, the authors be- 
lieve, this method of irradiation will prove to be of 
definite value in controlling the disease. 


A New Electrolyte for Ionization 


E. Gowlland (British Journal of Physical Medicine, 
2:36, May, 1931) reports the use of trichlorophenylme- 
thyliodo-salicyl (British T. C. P.) as an electrolyte in the 
ionization treatment of chronic arthritis. This prepa- 
ration contains the chlorine, iodine and salicylic radicles 
in a “peculiarly assimilable form” readily introduced into 
the tissues. The undiluted solution is used on the elec- 
tro-negative pad and applied as usual to the afflicted 
joint; the electro-positive pad is soaked in plain water 
or normal saline. Treatments are given on alternate 
days or twice a week, beginning with a 10 ma. current 
for twenty minutes and increasing up to 30 to 40 ma.; if 
this dose causes discomfort it should be reduced. The 
usual course consists of twelve treatments, which may be 
repeated after an interval of about a week. This treat- 
ment has always relieved the pain and swelling of the 
joints in the cases treated by the author. 
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Public Health 


Including Industrial Medicine and Social Hygiene 


Results of Diphtheria Immunization 
W. W. Lee (Journal of Preventive Medicine, 5:211, 
May, 1931) presents a study of the mortality rates in 
New York City and Philadelphia from 1868 to 1930, 
with special reference to the influence of diphtheria im- 
munization with toxin-antitoxin on a large scale. The 
death rate from diphtheria in 1930 was below the ex- 
pected rate for that year based on the rates of previous 
years by eleven times the standard deviation in Philadel- 
phia and six times the standard deviation in New York 
City. This reduction is so significant that it can be at- 
tributed only to the effect of large scale diphtheria im- 
munization. The most significant reduction in mortality 
rates from diphtheria in New York City in 1930 was in 
children under six years of age, corresponding with the 
fact that in 1929 and 1930 about 300,000 children under 
six years have been immunized against diphtheria. 
N.E. McKinnon, M. A. Ross and R. D. Defries 
(Canadian Public Health Journal), 22:217, May, 1931) 


report a study of the reduction of diphtheria morbidity 
and mortality in 36,189 school children in Toronto, who 
had passed through the hands of the “toxoid team,” as 
compared with untreated school children. This “treated” 
group included 5,648 children who were given no toxoid 
because of a negative Schick reaction and 3,267 children 
given no toxoid because they showed a 3+ reaction to 
the reaction test. The remainder of this group were 
given from one to three doses of diphtheria toxoid, 16,- 
829 receiving the three doses.. There were 120 cases of 
diphtheria with 5 deaths in this treated group during the 
immunization work and a fourteen months’ period there- 
after; 22 of these cases occurred in children given no 
toxoid, 12 within one month after the first dose of tox- 
oid had been given and 4 within one month after the 
second dose. Comparing the incidence of diphtheria in 
this “treated” group of 36,189 school children, with the 
incidence in the untreated school children of the city 
of similar age groups, it was found that there was a 75 
per cent. reduction in cases and an 80 per cent. reduc- 
tion in deaths in the treated group as a whole, while in 
those that had received three doses of toxoid there was a 
90 per cent. reduction in cases and no deaths. 


Control of Infectious Abortion in Certified Milk 

K. F. Meyer (American Journal of Public Health, 
21:503, May, 1931) describes the work of the Los An- 
geles Milk Commission in controlling Br. abortus in- 
fection in certified milk. Control measures were insti- 
tuted in 1927; by the middle of 1930 approximately 80 
per cent. of the certified dairies were actively engaged 
in the work of eradicating Bang’s disease. The pro- 
cedures included blood tests of the dairy herd every 
sixty to ninety days; segregation, disposal of reactors or 
suspects; cleanliness and disinfection; replacement of 
animals that gave negative tests. Such control and 
eradicative measures have proved quite successful, but 
dairy herds free from Br. abortus contain highly sus- 
ceptible animals, and if surrounded by infected herds are 
subject to severe loss. Continuous serum tests at thirty 
day intervals are necessary to protect such herds. In 
California the work of eradicating Br. abortus infection 
from certified dairy herds has been pushed with energy ; 
if such dairy herds cannot be kept free from the disease 
or the milk free from infection, pasteurization of the 
milk will be recommended with careful control of the 
conditions of pasteurization to prevent reduction of any 
of the nutritive factors in the milk. 
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Dangers in Refining Radioactive Substances 

H. Schlundt, W. McGavock and M. Brown (Journal 
of Industrial Hygiene, 13:117, April, 1931) report a 
study of workers engaged in the refining of commercial 
mesothorium in the laboratory of the University of Mis- 
souri. During the process of refining used the radio- 
active salts are kept in solution or in contact with solu- 
tion most of the time, decreasing the danger from the 
alpha and beta rays. There are times when the dehy- 
drated salts must be handled, and when there is danger 
of “dusting” small particles into the air that may be 
breathed into the lungs. A hood with forced draft and 
with a large piece of glass between the worker and the 
active material was used in these processes; the work- 
ers also wore gas masks. Thick lead shields and lead 
containers were used for the crystallizing disks to reduce 
the intensity of the gamma radiation. The chief dan- 
gers in the process then depended upon the gamma rays 
not removed by the screening devices, and the alpha rays 
from radon and thoron present in the ait breathed by the 
workers. The amounts of these emanations present in 
the air were calculated. The thoron content was 10° 
times greater than the radon content, which was 10* to 
10° times greater than the radon content of the earth’s 
atmosphere. The number of atomic disintegrations oc- 
curring in the lungs of a worker was found to be ap- 


' proximately 2 per cent. of the number in the body of a 


person carrying an amount of radium just within the 
limits of tolerance. Electroscopic examination of work- 
ers for radioactivity was made at intervals of about a 
month. All the workers developed a distinct radioactiv- 
ity, as shown by the thoron content of the expired air, 
but the concentration in the air of the laboratory was 
twenty times greater than the thoron exhaled by any 
worker. This test serves as a timely warning of danger, 
however, in workers dealing with radioactive substances. 
Repeated blood counts showed that the blood was en- 
tirely normal, so that the laboratory exposure to radio- 
active substances evidently had no effect on the hema- 
topoietic organs. None of the workers showed any de- 
bilitating effects. The authors conclude that with the 
precautions taken, the exposure to radiations in the re- 
fining of radioactive substances can be so reduced that 
their effects are negligible on the workers at least for 
periods of two or three years. 


Fungus Infections in Industrial Workers 

R. T. Legge (American Journal of Public Health 
21 :648, June, 1931) notes that fungus diseases are not 
uncommon among out-door workers, both industrial and 
agricultural, especialy in California. Coccidioidal gran- 
uloma is one of these. Such mycotic infections are not 
necessarily confined to the skin. The author has recently 
observed 3 cases in out-door workers of Pencilliwm 
bronchial infection with a clinical picture suggestive of 
pulmonary tuberculosis. All recovered under treatment 
with iodides and autogenous vaccines made from the spu- 
tum. Mycotic paronychia not infrequently develops in 
workers handling fruits in fruit canneries and in making 
orange juice. On the other hand mycotic infections may 
develop in industrial workers whose work involves han- 
dling substances that cause irritation of the hands, where 
the mycotic infection itself is not acquired from the in- 
dustrial process as such, but from some other source. 
Workers in bathhouses and gymnasiums frequently ac- 
quire ringworm, as ringworm of the feet is the most 
common mycotic infection in the United States at the 
present time, and easily spread in shower baths, swim- 
ming pools, etc. Laboratory study by the author has 
shown that the spores of the ringworm fungus are deep- 
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lv imbedded in the tissues of the infected skin, and hence 
many of the ointments and lotions used in treatment are 
ineffective. From the point of view of industrial medi- 
cine, every suspicious skin irritation should be carefully 
inspected for a possible fungus infection, whether this 
infection is of industrial origin or not. 


The Eradication of Syphilis 

T. Parran, Jr., (Journal of the American Medical 
Association, 97 :73, July 11, 1931) is of the opinion that 
“by public health effort, syphilis can be made a rare dis- 
ease in this generation.” This can be done, he believes, 
by the better application of known medical and public 
health methods; not by the use of new and untried pro- 
cedures. In New York State during the past year a spe- 
cial health commission has proposed a program for the 
control of syphilis based on these principles, which in- 
cludes: 1. A _ state-aided and state-wide system of 
county boards of health under the direction of a trained 
full time health officer. 2. A similar whole time direc- 
tion of city health service in the larger cities. 3. The 
extension of the existing system of approved local labo- 
ratories for the diagnosis of venereal diseases to cover 
the areas not now served by such laboratory service. 
4. The distribution of the arsphenamines freely to phy- 
sicians on the same basis as biologic products (sera and 
vaccines) are now distributed. 5. The requirements 
that every county and city board of health provide facili- 
ties for the treatment of the venereal diseases, irrespec- 
tive of whether the patient is indigent or infectious. 
6. These clinics established by local authorities must 
conform to standards prescribed by the State Commis- 
sioner of Health. 7. The directors of these clinics must 
have qualifications approved by the State Public Health 
Council. 8. Organized educational work to be estab- 
lished. The clinics for venereal disease treatment estab- 
lished by the public health authorities under this plan, 
the author points out, would care not only for actually 
indigent patients, but also for those unable to continue 
the necessarily long course of treatment with private 
physicians, and more especially for irresponsible patients 
indifferent to continuing treatment, ‘who cannot be con- 
trolled by private practitioners and must be forced to 
take treatment to protect public health. 


Ophthalmology 


The Eye and Tuberculosis 

B. Cushman (American Journal of Ophthalmology, 
14:434, May, 1931) notes that in ocular tuberculosis a 
latent or benign form of tuberculous infection is usu- 
ally found, but that nevertheless the manifestations of 
tuberculosis of the eye must be considered not as a sep- 
arate entity but as a general medical problem. The 
pathological changes in tuberculosis of the eye are so 
minute that if a similar area in any other part of the 
hody were involved, probably no symptoms would result 
except a slight general malaise, yet in the eye these 
changes cause a rapid reduction in vision. Most tuber- 
culous lesions of the eye are to be regarded, in the 
author's opinion, as an allergic reaction, resulting from a 
lighting-up of an old infection or a reinfection in a pa- 
tient in whom a previous tuberculous lesion has become 
healed or inactive. The disintegration of the tubercle 
hacilli from this lesion has resulted in the development 
of a sensitivity to the tuberculoprotein; with the light- 
ing-up of this old infection or a new infection and the 
disintegration of these bacilli, allergic symptoms develop 
which often involve the eye. It is in this allergic condi- 
on that treatment with tuberculin is especially indicated 
in carefuly graduated doses combined with general sys- 
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temic treatment. In the author’s clinical experience tu- 
berculous eye diseases of this type show a rapid clearing 
up under tuberculin treatment. This treatment is not 
indicated, however, in cases showing massive infection 
with fever. 

W. V. Moore (American Journal of Ophthalmology, 
14:596, July, 1931) notes that in six years’ experience 
as ophthalmologist at the Brooklyn Home for Consump- 
tives, where there are always from 100 to 120 inmates 
under treatment for active tuberculosis, he has seen but 
2 cases of ocular tuberculosis. These were both cases 
of iridochoroiditis; there was no case of phlyctenular 
conjunctivitis. In both these cases the eye lesion cleared 
up under general treatment. This experience confirms 
the conclusions of others, that tuberculous eye lesions 
are rare in cases of active pulmonary tuberculosis. 


Early Syphilis and the Eye 

K. Kamada (Klinische Wochenschrift, 10:1116, June 
13, 1931) reports experiments on rabbits in which at va- 
rious periods after testicular inoculation with Spirochaeta 
pallida, the spirochetes were found in the cornea in 50 
per cent. of the animals. No spirochetes could be dem- 
onstrated in the lens or in the vitreous or aqueous hu- 
mor. The cornea in these animals showed no inflam- 
matory changes in the presence of the spirochetes, but 
other investigators have noted the occurrence of syph- 
ilitic keratitis in rabbits at varying periods after intra- 
testicular inoculation of the spirochetes. 

G. Landegger (Zeitschrift fiir Augenheilkunde, 74:29, 
April, 1931) notes that syphilitic involvement of the op- 
tic nerve has been reported as occurring in the early 
stages of syphilis in a considerable percentage of cases. 
This neuritis results in a diminution of the visual field, 
but does not affect the visual acuity to any extent and 
tends to clear up. The author, however, reports a case 
in which the patient developed a syphilitic meningitis 
in the early secondary period of the disease with an optic 
neuritis. This resulted in an optic nerve atrophy, which 
was complete in the right eye and caused a marked 
diminution of the visual field and visual acuity in the left 
eye, six months after the primary lesion. Such severe 
involvement of the optic nerve with blindness developing 
in a few days is rare in the early stages of syphilis, but 
a few other cases are recorded in literature; in these 
cases the patients died from the meningitis before the 
optic atorphy advanced to the same stage as in the 
author’s case. 


Sedimentation Velocity of Red Cells in Eye Diseases 
due to Vitamin A Deficiency 

I. John (American Journal of Ophthalmology, 14 :590, 
July, 1931) reports the determination of the red cell 
sedimentation velocity in 22 cases of vitamin A defici- 
ency showing eye lesions, under observation at the Peip- 
ing (China) Union Medical College. Of the 22 cases, 
7 had keratomalacia and 15 xerotic changes in the eye 
of varying severity, one of these showing only hemera- 
lopia, the earliest stage of vitamin A deficiency. The 
red cell sedimentation velocity was found to be normal 
in 6 of, the 7 cases of keratomalacia, and in 8 of the 15 
cases with xerosis. All but one of the keratomalacia 
cases showed an increase in sedimentation velocity after 
treatment was begun with cod-liver oil. In the cases of 
xerosis with increased red cell sedimentation velocity the 
xerotic changes were greater than in those without in- 
crease in the sedimentation velocity; all these patients 
showed large and numerous phlyctenules. However, 
under treatment with cod-liver oil, although the eye 
lesion healed, the sedimentation velocity did not return 
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to normal. In these cases, therefore, the author con- 
cludes that the increased sedimentation velocity was due 
to some other cause than the vitamin A deficiency. It is 
evident that vitamin A deficiency per se and the result- 
ing eye lesions do not alter the sedimentation velocity 
of the red cells. Other investigators have found that 
ulcus serpens is associated with an increased velocity of 
red cell sedimentation; this test may therefore serve to 
differentiate between ulcus serpens and keratomalacia in 
some rare and uncertain cases. 


Calcium in Relation to Cataract 

D. B. Kirby (Archives of Ophthalmology, 5 :754, May, 
1931; 856 and 868, June, 1931) reports studies on the 
relation of calcium to senile cataract, and the use of 
parathyroid extract. In in vitro experiments with living 
lens epithelial cells in a synthetic medium, it was found 
that these cells can withstand relatively large increases 
in the calcium content of the medium without showing 
any change in appearance, growth or activity; but rela- 
tively slight reductions of the calcium content caused 
toxic reactions in the cells. It was found that normally 
the relative proportions of calcium and potassium in the 
lens are similar to those of the red blood cells ; in cataract 
this ratio is partially reversed. In studies of calcium 
metabolism on patients with senile cataract, no evidence 
of calcium deficiency was found; these patients showed 
a perfect or slightly positive calcium balance when on a 
neutral or slightly alkaline diet ; when on an acid residue 
diet or when receiving injections of parathyroid extract, 
these patients showed a negative calcium balance. These 
findings, therefore, indicate an entirely normal calcium 
metabolism in patients with senile cataract. The author 
concludes that patients with senile cataract do not need 
treatment with calcium salts or parathyroid extract, but 
that their diet should be neutral or slightly alkaline in 
residue to maintain them in calcium balance. Previous 
to making these studies, three series of patients with 
senile cataract had been treated by injections of parathy- 
roid extract ; one series with daily injections of 30 units 
of parathormone for five days; another series with in- 
jections of 20 units three times a week for one month; 
and a third series with 20 units three times a week for 
several months. In none of these cases did the treatment 
cause any absorption of the opacities in the lens, or any 
improvement in vision. These results were in accord 
with the subsequent metabolism experiments reported 


above. 


Swelling of the Optic Nerve Head and Iridocyclitis 

J. N. Evans (Medical Times and Long Island Medical 
Journal, 59:248, July, 1931) reports 2 cases of irido- 
cyclitis recently observed in which the optic nerve heads 
were swollen with enlargement of the blind-spots and 
marked diminution in visual acuity ; the peripheral visual 
fields for white showed no defects. Such cases are not 
common, but are observed from time to time by all 
ophthalmologists. The author’s attention was particu- 
larly directed to these cases because of some recent ex- 
periments on rabbits which are of interest as suggesting 
a possible mechanism of the process of involvement of 
the optic nerve from inflammatory lesions in the anterior 
portion of the eye. In these experiments various partic- 
ulate stains were injected into the anterior vitreous re- 
gion. The sharply defined mass of pigment gradually 
showed an irregularity of its edges and sent out thread- 
like processes in all directions. Most of these processes, 
however, extended downward to the surface of the 
retina. In a few days large numbers of these particles 
had passed upward over the retina and congregated on 
and apparently in the substance of the nerve head. The 


334 MEDICAL TIMES AND LONG ISLAND MEDICAL JOURNAL 


September, 1931 


pigment was taken up by the large histiocytes. Thx 
passage of the particles by the posterior route instead oi 
anteriorly through the lymph channels is to be noted. 
The importance of this mechanism in relation to inflam- 
matory conditions of the eye with involvement of the 
optic nerve head and the dissemination of new growths 
is worthy of future study. 


Corneal Ofacities Treated With Surgery and Radium 

H. L..Hilgartner and H. L. Hilgartner, Jr., (South- 
ern Medical Journal), 24:574, July, 1931) report 23 
cases with corneal opacities treated by a combination oi 
the Wiener operation and the a»plication of radium at 
the Texas State School for the Blind. There was some 
improvement in vision in each case after the Wiener 
operation. The scar. consisted of thin-walled vascular 
tissue, which is definitely radiosensitive. Therefore ra- 
dium was used as an after-treatment in these cases. 
Three weekly applications were given with 10 mg. ra- 
dium, passed to and fro 1 to 2 mm. above the cornea 
for three, four and five minutes; then five minute ap- 
plications every three weeks. Silver-plated lid retrac- 
tors were used, and cocaine as the anesthetic. As much 
scar tissue as possible is “shaved off” before the radium 
application, as this thins the opacity, since corneal epith- 
elium regenerates more rapidiy than scar tissue and also 
the gross removal of the tissue prevents the cells from 
becoming “radio-inactive’’ with repeated radium treat- 
ments. In all the cases treated, vision was definitely im- 
proved to a degree greater than with the Wiener oper- 
ation alone. 


Transposition of the Intestines 
(Concluded from page 327) 


stasis were present. This case represents a mixed 
congenital type in which there was situs inversus of 
the smail intestine, probably the result of improper 
rotation of the colon. As Wilkie states, theer are 
wide variations in rotation seen in different individ- 
uals, the third portion of the duodenum being looked 
upon as a pivot around which rotation of the colon 
occurs, bringing the cecum across from left to right 
and carrying the root of the mesentery with the su- 
perior messenteric vessels across the duodenum. 
There was also a strong band of congenital adhesions 
pulling the greater curvature at the fundus toward 
the spleen and the descending colon was angulated 
and hooked up beneath a large web of adhesions. 

The literature is increasingly concerned with cases 
of duodenal stasis, especially of the intermittent 
arterio-mesenteric occlusion type, and it is hoped 
that increased alertness in x-ray visualization in these 
obscure cases may be stimulated. Nor should we 
forget that duodenal stasis may exist in conjunction 
with other lesions or abnormalities of the gastro- 
intestinal tract. 

1930 Chestnut Street. 


Germicidal Action of Soaps 

Soaps are strongly bactericidal against pneumococci, 
streptococci, meningococci, gonococci, diphtheria bacilli, in- 
fluenza bacilli and Spirochaeta pallida. Their activity against 
organisms compares favorably with that of many of the 
recently synthesized chemicals. When properly used for 
cleaning the hands or for the washing of eating utensils. 
soaps are undoubtedly potent factors in preventing the 
spread of diseases due to these organisms. The action of 
soaps as germicides is, however, limited by the fact that 
they do not destroy staphylococci and typhoid facilli, 

Renaud has recently found 2 per cent solutions of sodium 
oleate beneficial as an irrigation and wet dressing for wl- 
comes surfaces.—John E. Walker, M.D., J. A. M. A., July 4. 
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In Memoriam 
JOHN OSBORN POLAK 
(1870-1931) 


A tower is fallen, a star is set! Alas! Alas! for Celin. 
—Old Moorish Ballad. 


In the loss of Dr. Polak medicine sustains a severe 
blow, for his medical interests were so deep, and his 
consecration to them so great, that his identification with 
them was real and complete. One could not think of 
any one of them without thinking of him. This, of 
course, put him in the indispensable class of great leaders, 
like Gross, and Pepper, and Flint. In his college rela- 
tions, he was the spiritual son of Skene. 

The long list of Dr. Polak’s hospital affiliations, medical 
school positions, and memberships in medical societies 
the world over gives a clue to the scope of the man’s in- 
terests and activities, and be it remembered that these 
connections were never nominal but represented construc- 
tive service always. Much of his work was on the na- 
tional and international scale. In March, 1931, there was 
dedicated a Science Laboratory at the Long Island Col- 
lege of Medicine which had been erected by him at a 
cost of $125,000. In the field of medical literature many 
Standard volumes stand to his credit, while to this and 
many other journals he contributed much that marked 
current advance in his field. 

Dr. Polak was a dynamic personality. As a man he 
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was charming, as a physician and as a surgeon he was 
at once masterful and lovable, as a teacher he was un- 
excelled, as an executive he was distinguished (as shown 
by his election in March, 1931, to the Presidency of the 
Board of Regents of the Long Island College Hospital), 
and as a citizen he set a model to which only a Plutarch 
could do justice. 

We should say that his chief significance for us lies 
in his identification with the Long Island College of Med- 
icine. He was its supreme chief. In his own person 
he symbolized the college and the college symbolized him. 
This significance was a spiritual thing, an intangible 
thing. An editorial in our last issue attempted to give 
an inkling into the meaning of the college’s spirit and 
character among institutions as determined by this man’s 
affiliation with and influence over it. This independent 
school, shaped by him, and a precious educational factor 
in these days of standardization a Ja Fiexner, will live or 
die according to its capacity to effect the accouchement 
of great sons as in the past. Has still another chieftain 
been bred by it? Such a school needs him now. 


Appendicitis in the United States 


For the high American death rate from appendicitis— 
18 per 100,000 in 1929, as compared with a practically 
zero death rate among primitive peoples like the South 
African Bantus—there must be definite reasons. 

Our guess is that an important factor is the abuse 
of cathartics. The Bantus do not traumatize their in- 
testines with all the cathartic drugs known to science. 
Their diet contains much cellulose and little meat and 
they evacuate the bowels frequently and regularly, in a 
position insuring the use of the abdominal muscles. They 
are as free from gall-bladder affections as from appen- 
dicitis. 

The appendicitis death rate in New York City (15.5) 
is but little below that of automobile accidents (17.25), 
measles, scarlet fever, diphtheria and whooping cough 
(16.18 together), and diabetes (23.54). 

It would seem that the death rate is high merely be- 
cause a high incidence is determined largely by cathartic 
traumatism and consequent infection, conditions which 
have been demonstrated by Alvarez and others. 


Missing Men 
The American Medical Association Directory reveals 
much food for thought in that section which lists thou- 
sands of physicians whose addresses are unknown. 


What port have these missing men reached? How 
shall the ballad be written and sung which will chronicle 
their lives and fate? 

The reasons for such a state of affairs are, obviously, 
many and diverse. Yet with fewer medical schools and 
fewer graduates one would suppose that nearly all would 
be needed and nearly all absorbed. 

It would seem that the profession’s own haphazard 
methods of distribution are as much at fault as the un- 
absorbed men themselves. 

That there should be a certain number of men lost 
to the profession is inevitable and understandable. But 
that there should be so many suggests something wrong 
in Denmark. It would be a grave error to assume that 
all the wrong resides in the secessionists. 


One Compensation for Sexual Inferiority 
Adler’s theory of how the inferiority complex moti- 
vates human behavior finds interesting examples in two 
famous literary figures—Casanova and George Moore. 
The very impotence of such men accounts for the tales 
recounting their prodigious amours. More or less unable 


he 

d. 

n- 

re 

23 

| 
at 

1e 

er 
ar 
a- 

a- 
pa 
p- 
c- - ~ 

m 
h- 

m 

n- 

of 
er 
| 
d- 

yn 

nt 
li- 
n. 

1s 

PS 
nt 

se 

ci, 

ist 
he 

or 
is, 
he 

or 
at 


to function sexually, and possessing no charm whatever 
in the eyes of the ladies, they have compensated for their 
defect by writing tales of superhuman exploits in which 
they appear as the heroes. It is a striking proof of how 
literature at times affords at once a refuge and an avenue 
to fame. 

What actual proof is there that the two men cited were 
relatively or absolutely impotent ? Well, what man really 
potent would be psychologically obsessed by the determin- 
ation to convince the world that he possessed superhuman 
endowments ? 

The sexual braggart of both common and famous types 
is always, and properly, to be suspected of relative or 
absolute impotence. 

In the case of D. H. Lawrence we have the testimony 
of his intimate friend John Middleton Murry that his 
sexual life was one long humiliation, and that his writings 
about sex represented “mere wish-fulfilment dictated by 
his own lack of virility.” 

Theodore Maynard, in the August American Mercury, 
says of Walt Whitman: “He was very fond of throwing 
out hints about the many children which he, red-blooded 
fellow that he was, had begotten; but nobody, so far as 
I know, actually saw these children. My private guess 
is that they were mythical, that Whitman was probably 
incompetent, and that his pose of virility was assumed 
in order to conceal his deficiency.” 


Preliminary Vasectomy Through Suprapubic 
Cystotomy Incision 
(Concluded from page 328) 

If we visualize the anatomical relations at the 
lower end of the suprapubic incision, we can readily 
see that the distance between the vas and the lower 
end of the incision is only about half an inch. The 
spermatic cord passes through the external abdom- 
inal ring just above the spine of the pubis. It is 
freely movable and is covered practically only by 
skin and superficial fascia. (Fig. 1a). Having made 
a median suprapubic incision through the skin and 
fascia, the cord is on the same fascial plane with 
the incison. When one has developed a fair tactile 
sense, he can easily bring the cord and with it the 
vas to the line of incision by exerting some pressure 
with one finger over the external ring towards the 
incision. By counter-pressure of another finger in 
the line of incision, the vas is distinctly felt as a 
cord-like structure. (Fig. 1b). The vas is then 
grasped by a clamp and, once it is so held, it can 
readily be brought out through the wound, a segment 
excised and the cut ends ligated. (Fig. 1c). 

This entire maneuver requires hardly a minute. 
There is no dissection of the underlying structures 
necessary and therefore no chance for urinary ex- 
travasation in any of the tissues, especially as the 
vasectomy is done before the bladder is opened. This 
is done on both sides. The entire procedure is prac- 
tically no more than the average ligation of a bleed- 
ing vessel. One then proceeds with the suprapubic 
cystotomy (Fig. 1d), whether it be with or without 
prostatectomy at the same sitting. 

To the writer’s knowledge, he is the first to de- 
velop this technique, for no such description is 
found in the literature. A discussion with many 
urologists has convinced him that vasectomy in this 
form has not been practised before. He submits 
this to the profession for a thorough trial and feels 
fully convinced that, if properly performed, it will be 
a great advantage over the three-stage prostatectomy, 
which is mutilating and unnecessary. 


1406 Albemarle Road. 
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Miscellany 


Ode to An Ulcer 


Oh, junket is a simple food, 

Designed to suit my gastric mood; 

It’s nourishing and sweetly mild, 

It would not harm the smallest child. 
I hate it! 


Creamed soups are simply swell for me, 
They’re full of calories, you see; 
They will my strength and health restore. 
I ought to eat and how! fer more. 

I hate ’em 


And there’s delicious custard, too, 
Should make my tummy fairly coo— 
And cream of wheat and good rich milk, 
And white of egg as smooth as silk 
And other things of that same ilk. 

I hate ’em! 


Now ham is very bad for me, 

And beef is oh! so sad for me; 

To me a lobster’s just a curse 

And cigarettes a damn sight worse; 
And as for cocktails, good-night, Nurse! 


I love ‘em. 
A. E. Tuomas, 
Mulberry Bend, 
Wakefield, R. I. 


Cicatrix 
-Itis and -ectomy, 
Dia- and dys- 
Furnish the garrulous 
Hours of bliss. 


Spare us from -phobias, 
-Philias, and 

Warmed-over maladies 
Served second hand! 


-Oses and -otomies, 
-Esias and -rheas, 

-Algias and -enias 
Bore us to tears! 


Ban reminiscence of 
Torment and groan! 
If we must suffer, let’s 
Suffer our own! 
—Harold Willard Gleason, 
in New York Times. 


Pollution Prevention 


Because of complaints that garbage falling from sanitation 
department scows was increasing pollution in the harbor, 
Dr. William Schroeder, Jr., head of the department, is ex- 
perimenting with canvas borders around the scows to hold 
the garbage within the hulls. Refuse falls from the scows 
when they are taking garbage twenty miles out to sea for 
dumping. Canvas skirts, supported by stakes, run upward 
and outboard of the scow hull—N. V. Med. Week. 

(Modern New York City!) 


Le Siecle Médical (Paris) 


_ This is the only medical journal in the world which is pub- 
lished in the form of a newspaper. 
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Erythrol | Effective Vasodi!ator 


Useful in Angina Pectoris, vas- 


Tetranitrate cular diseases, and as a pro- 
phylactic for anginal pain. 
Merck 


Tablets—% grn. Bottles of 50 


Literature on request Tablets—% grn. Tubes of 24 
and Bottles of 100 


Chart shows relative reduction of 
pulse tension produced by 


1 75 min. golmin. vosimin. 135 |min.:solmin. 6simin. 3 


1. Amyl Nitrite 1 
2. Nitroglycerin 
3. Sodium Nitrite 

4. Erythrol Tetranitrate \ 


MERCK & CO. 


INC. 


Rahway, N. J. 


Summer Diarrhea 


The following formula provides a means of supplying the principal fuel utilized 
in the body for the production of heat and energy ok furnishes see “he available 
nutrition well suited to protect the proteins of the body, to prevent rapid loss of weight, 
to resist the activity of putrefactive bacteria, and to favor a retention of fluids and salts 
in the body tissues: 


Mellin’s Food . . 4 level tablespoonfuls 
Water (boiled, then cooled). 16 fluidounces 


The usual custom is to give one to three ounces of this mixture every hour or 
two until the stools lessen in number and improve in character. The food mixture may 
then be graduaily strengthened by substituting one ounce of skimmed milk for one 
ounce of water until the amount of skimmed milk is equal to the quantity of milk usually 
employed in normal conditions. Finally the fat of the milk may be gradually replaced, 
but as milk fat is likely to be digested with much difficulty after an attack of diarrhea 
it is good judgment to continue to leave out the cream until the baby has fully recovered. 


Further details in relation to this subject and a supply of 
samples of Mellin’s Food sent to physicians upon request. 


Mellin’s Food Company - - - Boston, Mass. 


It helps us to have you mention Meptcat Times when writing advertisers. 
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The one who said “Consistency, 
thou art a Jewel,” must have had 
in mind how meticulous people are 
about oral hygiene and rarely if 
ever, give that “Port of Entry” for 
disease germs, the nose, an in- 
ternal bath. 


Normally functioning, the nose 
acts somewhat as a filter for the 
dust and germ burdened air of 
modern life; but when occluded 
with mucus deposit, it probably 
serves as a culture tube for germ 
propagation. 

ALKALOL does not kill germs 
or tissue, but has decided pus and 
mucus solvent properties, with an 
added blandness that leaves deli- 
cate membrane cleansed, soothed 
and better able to resist germ 
invasion. 


Equally efficacious in clearing 
the eyes of an infant after silver 
treatment, or in dealing with irri- 
tated or inflamed membrane of 
the adult body. 


Try in your own eyes or nose. 


The ALKALOL Co. 


TAUNTON, MASS. 


-——————-MAIL THE COUPON——————— 


Alkalol Company 
Taunton, Mass. 


Gentlemen :—Please send sample of ALKALOL. 


ANNOUNCEMENT 


AMERICAN CONGRESS OF PHYSICAL 
THERAPY 


Tenth Annual Session, October 5, 6, 7, 8, 1931, Hotel 
Fontenelle, Omaha, Nebraska 


The tenth anniversary session of the American Congress of 
Physical Therapy will be held October 5, 6, 7, 8, 1931 at the 
Hotel Fontenelle, Omaha, Nebraska. The Congress has always 
endeavored to present a program of high quality, and while 
each year has seen a steady improvement, this year’s program is 
of such a standard that it will be difficult to surpass in the 
future. Appreciating the desirability of clinics and clinical 
demonstrations, the program committee has set aside the morn- 
ings for these purposes. It will be the first time that the society 
will have available ample clinical material for medical and sur- 
gical services. The cooperation of the University of Nebraska, 
College of Medicine, and the Creighton University School of 
Medicine has made this possible. In the section on Eye, Ear, 
Nose and Throat, tonsil clinics will be conducted daily during 
the first three days of the meeting. Electrosurgery for tonsils 
has found a definite place in the armamentarium of many sur- 
geons. Prominent specialists will demonstrate the various meth- 
ods and technics now being employed. 

The subject of fractures will be thoroughly covered in the 
surgical clinics. Leading orthopedic surgeons will demonstrate 
every phase of the work emphasizing the indications and contra- 
indications for physical therapy. 

In the medical section and in the medical clinics every allied 
specialty is represented. The subject of pneumonia will be ade- 
quately discussed as will such subjects as come in the fields of 
pediatrics, gastro-enterclogy and dermatology. Massage, thera- 
peutic exercise and hydrotherapy will be presented by specialists 
in these fields. 

An unusual feature of this tenth annual gathering is the fact 
that numerous local and state organizations are lending their 
efforts for its success. Among these are the Omaha-Douglas 
County Medical Society, the Omaha Roentgen Ray Society, the 
Nebraska division of the American Society for the Control of 
Cancer and several others. A joint meeting with the Omaha- 
Douglas County Medical Society will be held on Tuesday eve- 
ning, October 6. 

While the sessions start on Monday morning, October 5, the 
formal opening of the convention will be in the evening of the 
same day. This gathering will be addressed by the Lieutenant 
Governor of the State of Nebraska and the Mayor of Omaha. 
Other speakers of prominence will participate and the evening's 
program will conclude with a smoker, fellowship gathering and 
entertainment. 

The scientific papers will be read during the afternoon ses- 
sions. The unusually wide range of subjects and the meritori- 
ous papers which will be presented make this program an out- 
standing one. 

The progressive physician who is desirous of keeping abreast 
of the times can no longer neglect his attendance at a meeting 
such as this one. While four days is none to long a period for 
postgraduate instruction one will be able to gather more than 
inspiration from the valuable clinics and scientific papers. Phy- 
sicians desirous of having their technicians and assistants ac- 
quant themselves with the newer developments in physical thera- 
py are invited to have them attend this four day scientific meet- 
ing. For preliminary program and other information write to 
the American Congress of Physical Therapy, 30 North Michigan 
Avenue, Chicago, Illinois. 


The X-Ray Treatment of Uterine Fibromyomata 


In a Mayo Foundation lecture Zweifel, of Munich, who in 
1920 wrote a paper on this subject, now analyzes 408 cases 
treated between 1920 and 1926, showing the same satisfactory 
results, but attained even more rapidly on account of the im- 
proved apparatus and technique. Out of 236 cases fully followed 
up amenorrheea was induced in 228. Untoward symptoms due 
to irradiation, such as distressing nausea and vomiting, were rare 
as the result of the employment of modern methods of protection 
and the prevention of fumes from the tubes. Diminution in the 
size of the fibromyomatous uterus was usually obvious three, four, 
or six months after irradiation; in some hard very fibrous 
tumors little alteration was obtained, but, generally speaking, 
absence of any change should suggest that the diagnosis of 
uterine fibromyoma is erroneous. The action of X-rays on 
fibromyomas is indirect; the irradiation is directed, not on the 
tumors, but on the ovaries in order to destroy the follicles, thus 
abolishing ovulation and menstruation and removing the hor- 
monic influence on the uterus, which then undergoes senile 
atrophy and the fibromyomas involution—(Proceedings of the 
Staff Meetings, Mayo Clinic, 1931, January 21, vol. viii, p. 44.) 


Perhaps there is something you need listed in the Classified! 
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MEDICAL BOOK NEWS 


Edited by WiLt1aM HENRY DonNELLY, M.D. 


All books for review and communications concerning Book News should be addressed to the Editor of this department at 
1313 Bedford Avenue, Brooklyn, New York. 


SEPTEMBER 


REVIEWS 


Text Book of Surgery 


A TEXTBOOK OF SURGERY By John Homans, M.D. Springfield, 
Illinois, Charles C, Thomas, 1931. 1195 pages, illustrated. 4to. loth; 
.00. 


The aim of this book, as stated by its author in his preface, 
is to record and amplify lectures now given by members of the 
surgical department of the Harvard Medical School. These lec- 
tures have been edited, reenforced with historical material and 
illustrations and put forth as a book which is intended to teach 
the fundamentals and something of the practice of surgery. 
There have been introduced, from the standpoint of what every 
practitioner ought to know, chapters devoted to the eye, ear, 
nose and pharynx and air passages. 

A valuable feature of the book is the historical sketch at the 
beginning of each chapter and in many instances at the head of 
even smaller divisions. This is intended to be informal, often 
anecdotal. This feature should be particularly interesting, valuable 
and inspiring to students of surgery. There is appended a useful 
bibliographical index which contains names quoted in the text 
and which indicates the source of the illustrations used. Many 
references to the subject matter of the text are also given. 
Another special feature concerns the numerous illustrations 
namely the fact that of the 513 text figures, only two represent 
photographic reproductions; the remainder are sketched figures 
from life, from the illustrations of others, from pathological 
specimens and even from photographs. The earlier chapters are 
of general surgical nature; the later chapters of special surgical 
interest. 

From the point of view of the publisher, the book has been 
gotten up in attractive style, the pages are thin and therefore 
have allowed of a large amount of text in a convenient sized 
book. The chapters are not exhaustive but sufficiently full to 
acquaint the student and the practitioner with the main facts 
of the subject matter considered. Another valuable and helpful 
feature is the frequent use of a paragraph or more on the anatomy 
and physiology of the organ or anatomical part under considera- 
tion. This, together with the historical introductions to the 
various subjects gives unique character to the book. It should 
have a wide use by the medical student and by the graduate in 
medicine and is to be recommended highly. It might well take 
somewhat the place in surgery that Dr. Osler’s text-book of 
medicine has held for so many years in the teaching of medicine. 

EMIL GOETSCH. 


Diagnosis and Treatment of Brain Tumors 


THE DIAGNOSIS AND TREATMENT OF BRAIN TUMORS. iy 
Ernest Sachs, A.B., M.D. St. Louis, aoe C. V. Mosby Company, 1931. 
pages, illustrated. 4to. Cloth, $10.00. 


During the past fifteen years there has been an ever growing 
need for a single volume discussion of the diagnosis and treat- 
ment of brain tumors. The teachers in medical schools have in 
a large measure contented themselves with a very general pre- 
sentation of the diagnostic features of increased intracranial 
Pressure. The treatment of these expanding lesions of the cranial 
Cavity is such a serious problem that very accurate knowledge 
of each type of tumor is essential. 

Dr. Sachs has realized that the general profession should know 
more in detail about the common types of brain tumors and 
what results can be expected following surgical removal. He 

approached the subject as a surgical neurologist, presenting 

anatomy, physiology and pathology in the first half of the 
book, discussing the several common lesions and their chief 
diagnostic features in the latter half. Case histories are used 
to illustrate important points and to great advantage. A chapter 
on diseases of the pituitary gland is also included. 

This work is a distinct addition to medical literature. The 


student who previously has been more or less at sea in regard to 
the clinical recognition of different types of intracranial tumors 
should certainly be greatly benefited by studying this volume. 
There is possibly one criticism that one might be permitted to 
make, that is, the chapter on differential diagnosis could have 
been presented to advantage, in more detail. 
JEFFERSON BROWDER. 


Married Love 


MARRIED LOVE. By Marie Carmichael Stopes, D.Sc., Ph.D., New 

York, G. P. Putnam’s Sons, 1931. 165 pages. 12mo Cloth, $2.00. 

Women writers have at last discovered sex in the raw, so to 
speak. The boldest literature of sex, in its every aspect, has 
hitherto been preempted by men. Sex in the writings of women 
has been pale, spiritual, anemic. What woman other than Aphra 
Behn has written shamelessly and cleverly of things erotic? All 
of our dynamic sex concepts have been one-sided and masculine, 
particularly the purely erotic side of the subject. One might 
infer, from this distorted monopoly, that the whole erotic theme 
was an unreal, paranoid obsession on the part of the male sex, 
with women playing only a passive, stifled and bewildered part, 
or feigning interest and cunningly utilizing the sexual psychology 
of the cracked male for selfish and social purposes of more or 
less sinister import. But now feminine experts are appearing who 
assume the role of highly capable pedagogues to the race in the 
arts of love. Women are thus proved to be wholly human, after 
all, and not the “ill turned out men” of Thomas Aquinas. 

Dr. Stopes has weakened her case a good deal, however, it 
seems to us, by ascribing to woman, not the seasonless tide of 
sex that flows and rages in man, but a rhythm “over which man 
has no more control than he has over the tides of the sea.” Man 
must be instructed as to the sex-tides in woman and learn “the 
laws of her Periodicity of Recurrence of desire.” These tides, it 
appears, surge upward to flood about every fortnight, just before 
and a week or so after the close of menstruation. At other 
times the “swimmer comes to a sandy beach when the tide is 
out and the waves have: receded, leaving sand where he had 
expected deep blue water,” and he is balked of his bath. All of 
which puts a fatal limitation to the potentialities of the fair sex, 
about as bad as the aspersion of Saint Thomas. We don’t believe 
it is as nearly hopeless as all that. Dr. Helena Wright, in her 
“The Sex Factor in Marriage,” is a more thorough-going 
feminist. 

But Dr. Stopes mitigates her seemingly harsh dogma by 
suggesting that when the lady in the case signifies to the initiate 

“that the tide is up by a hundred (one hundred! count ’em!) 
subtle signs” there may be “several unions in the course of a 
day or two,” though she deprecates the view-point of that Queen 
of Aragon who “ordained that six times a day was the proper 
rule in legitimate marriage,” as well as the counsel of Dr. 
Alice Stockham, the author of “Karezza,” in which greatly pro- 
longed intercourse is advocated on all possible occasions, without 
orgasm. Dr. Stopes is naturally skeptical as to the ability of 
the unimaginative Englishman as she knows that animal to 
achieve success in this type of union. At any rate, Dr. Stopes’ 
partisans will insist that such a sanction as hers should go far 
to compensate any reasonable man who obediently restrains him- 
self through the ebb-tides of his wife’s sex-rhythm. 

For our part, we think that if Dr. Stopes’ idea as to the law 
of rhythm in woman is in accordance with fact she has unwit- 
tingly struck the hardest of blows against the wisdom of 
monogamy, since the logic of such a situation would impel man 
irresistibly—and sensibly—to roam afield during his wife's 
ebb-tide and impel woman to do likewise at her flood-tide. 

The actual scientific worth of the book may be easily gauged 
from Dr. Stopes’ insistence that the transmission of mental 
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influences to the child in utero “takes place all the time, molding 
and influencing the hereditary factors.” 

A dull book, considering the possibilities of the subject, yet 
much of what the author says about the art of love in marriage, 
if taken to heart by sexually bored husbands and wives, would 
undoubtedly strengthen the centripetal forces in marriage, and 
a good time would be had by all concerned. Such books at 
least serve to break down the malicious Victorian confusion of 
sex with vice, yet we do not warm to them because “The dis- 
arming naivete that characterizes the earnestness of their appeal 
signifies the same simplicity and crudeness of feeling that under- 
lies the sentimental love tosh of the films.” 

Sex diagrammed and made the subject of laboratory research, 
as in the last few years, loses much of its appeal, zest and 
mystery, and the old joyousness (kick), which has always been 
possible to free spirits, is driven out of it. 

We find that there is another edition of “Married Love” pub- 
lished by the Eugenics Publishing Company (New York) which 
purports to be an original “unexpurgated” version. ,The author, 
in her preface to the edition now under review, reveals consider- 
able perturbation over unauthorized editions and admits that the 
Putnam version has been especially prepared for American 
readers. a. 


Roentgen Interpretation 
ROENTGEN INTERPRETATION: A Manual for Students and Prac- 

titioners. By George W. Holmes, M.D., and Howard E. Rug les, M.D. 

Fourth edition. Philadelphia, Lea & Febiger, 1931. 339 pages, illustrated. 

8vo. Cloth, $5.00. 

The present volume is the fourth edition of the work first pub- 
lished by the authors in 1919. The larger size of the work and 
marked increase in the amount of subject matter well illustrates 
the progress that has been made by roentgenologists in the past 
twelve years. To one who is acquainted with the authors, 
especially Doctor Holmes with his vast amount of material at 
the Massachusetts General Hospital, this volume is just what 
one would expect from such a student. 

The whole subject on roentgen interpretation has been covered 
in a broad and comprehensive manner and yet with the sim- 
plicity of the born teacher. 

There are numerous fields which have been covered in a 
manner with which your reviewer is not familiar as having 
seen in any similar work. Chapter one dealing with “misinter- 
pretation of normal shadows” and chapter two on “anatomical 
variations” are extremely valuable. The table of appearances and 
fusion of various osseous centers is most commendable for ready 
reference. Chapters one and two should be studied carefully by 
all roentgenologists, especially the younger ones, in order that 
unfortunate mistakes might be avoided. 

Chapter four on “bone pathology” is commendable for its 
comprehensive view of the subject with a splendid delineation of 
the points on differential diagnosis. 

That portion of chapter eight dealing with the heart and great 
vessels is most valuable and their intimate study is shown here 
as is seen only in a monograph dealing with this particular 
subject. 

The book work of the publishers is exceptionally good with 
its clear black type and illuminating illustrations. 

This new edition of Holmes and Ruggles should be in the 
library of and serve as a worthy text book to all interested in 
the subject. CHARLES EASTMOND. 


The African Republic of Liberia and the Belgian Congo. 
THE AFRICAN REPUBLIC OF LIBERIA AND THE BELGIAN 

CONGO BASED ON THE OBSERVATIONS MADE AND MATERIAL 

COLLECTED DURING THE HARVARD AFRICAN EXPEDITION 

1926-1927. Edited by Richard P. Strong, M.D. volumes. Cambridge, 

Harvard University Press, 1930. 1064 pages, illustrated. 4to. Cloth, 

$15.00. (Contributions from the Department of Tropical Medicine and 

the Institute for Tropical Biology and Medicine. No. V.) 

In two large and profusely illustrated volumes Dr. Strong and 
his associates have recorded a wealth of observations made and 
pong collected during the Harvard African Expedition in 

Prior to this expedition the hinterland of Liberia was probably 
the part of Africa about which the least was known. “No survey 
had been made of the diseases which afflict human beings, 
animals, or plants in the interior of Liberia and the fauna and 
flora had not been fully investigated.” 

Dr. Strong and his party crossed Liberia in three directions, 
making investigations along the way from base camps established 
at strategic points. After leaving Liberia they crossed from the 
west to the east coast of Africa making observations in the 
Belgian Congo and comparing conditions in the two countries. 

In addition to its value as a record of scientific observations 
and studies, the report contains much information of general 
interest. To the physician the chapters treating of the Medical 
and Pathological investigations will perhaps be of greatest value 
and interest. J. A. DE VEER. 
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How It Happened 
HOW IT HAPPENED. By Adalbert G. Bettman, M.D. Philadelphia, 

F. A. Davis Company, 1931. 110 pages. 12mo Cloth, $1.00. 

In this little book we have an addition to the collection of 
volumes on poetry from the pen of a physician. 

Dr. Bettman has set down in verse, each selection under an 
individual’s assumed name, experiences from his practice and 
from life from which a moral may be drawn. 

In his preface he states that the experiences he relates will 
be found to parallel those of any physician. In these lines will 
be found much sound advice and common sense, interestingly 
presented. 2. 


Wesen und Erkennung der Prostatahypertrophie 
WESEN UND ERKENNUNG DER PROSTATAHYPERTROPHIE: 

Anzeigenstelling zu ihrer Behandlung. By Dr. Kurt Werwath. Min- 

chen, Aerztlichen Rundschau Otto Gmelin, 1931. 51 pages. 8vo. Paper, 

Marks 2.00 (Sammlung diagnostisch-therapeutischer Abhandlungen fir 

den praktischen Arzt. Heft 39.) 

The booklet belongs to a series of concise treatises written for 
the general practitioner. In its 50 pages it contains all the im- 
portant facts about the pathology and diagnosis of prostatic 
hypertrophy. There is also a very well written chapter on renal 
function tests and the other general preoperative examinations 
of the patient. The surgical technique of removal is hardly men- 
tioned since the booklet is not addressed to the surgeon. 

The author considers the senile hypertrophic prostate to be 
an adenoma. Aside from this he is in total agreement with the 
predominant views among American urologists. 

H. L. WEHRBEIN. 


Principles of Epidemiology and the Process of Infection 


THE PRINCIPLES OF EPIDEMIOLOGY AND THE PROCESS OF 
INFECTION. By C. O. Stallybrass, M.D., D.P.H. New York, The 
Macmillan Company, 1931. 696 pages, illustrated. 8vo. Cloth, $8.50. 
This volume presents a systematic summary of our knowledge 

in the field of epidemiology. The method of study and treatment 

of the subject employed by the author is most interesting and 
important. He has used as a basis not so much a study of the 
epidemics of the past, as an investigation of the process of 
infection in the individual and of the response to infection of 
the individual and of the herd. In this manner, he has success- 
fully, in the opinion of the reviewer, correlated the remarkable 
developments of knowledge in clinical medicine, in pathology, 
bacteriology and immunology to the study of the epidemic preva- 
lence of disease. He has also utilized mathematical methods to 

a considerable extent to simplify the issues. The purpose con- 

stantly maintained has been to deal with the general causes of 

disease and to search for these principles that are appliable to 
all infectious diseases. 

The book includes 16 chapters with an appendix and a bibliog- 
raphy which contains a list of some 800 references. It is written 
primarily for those interested in preventative medicine, but any 
physician should find it a stimulating, but necessarily a highly 
technical volume. 

The author’s position in the field of epidemiology is well 
known, and in this study he has written a durable contribution 
of great merit, and one which should prove a most valuable 
stimulus to further investigation in the study of epidemic disease. 
The publisher’s work has been excellently done, the book is 
attractively bound, and the printing is clear and bold on paper 
which has a fine smooth finish. JOSEPH C. REGAN. 


International Medical Annual, 1931. 


THE INTERNATIONAL MEDICAL ANNUAL: A Year Book of 
Treatment and Practitioner’s Index, 49th Year, 1931. New York, William 
Wood & Company, (c. 1931). 551 pages, illustrated. 8vo. Cloth, $6.00 
The function of the annual as stated by the Editors is “to 

furnish a digest of the world’s medical literature, critically con- 

sidered and reduced to a small bulk by competent authorities.” 

This is very well accomplished. 

In the consideration of some diseases much new matter is 
presented and when nothing much has been recently written about 
a subject, a review of current opinion is sometimes presented. 
Late ideas about botulism, the hydration treatment of epilepsy, 
psittacosis, hyper-insulinism and leukemia are among the sub- 
jects discussed. Renewed attempts to discover a means of giving 
insulin by mouth have not succeeded. The use of insulin in 
anorexia and the proposed treatment of diphtheria with a com- 
bination of insulin with glucose, along with large doses of 
antitoxin are of interest. 

It is believed that the increase in the incidence of new growths 
within the lung seems to be proved. Vascular surgery in Ray- 
naud’s and thrombo-angiitis obliterans is described. For the 
latter condition, tying of the femoral vein is said to improve 
matters. 

The authors state that many physicians read the book through. 
This would be good for any one but if not industrious enough, 
it is a valuable reference book. W. E. MCCOLLOM. 
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The Vitamins 


THE VITAMINS. By H. C. Sherman and S. L. Smith. Second edition. 
New York, The Chemical Catalog Company, Inc., 1931. 575 pages, illus- 
trated. Bro, 4) Cloth, $6.00. (American Chemical Society onograph 


Series, No. 
The recognition of the existence of a substance in food of a 
different nature than carbohydrate, protein, fat and salt was 
first stressed by Eijkman in 1906 when he observed the presence 
of a substance in rice polishings that is capable of curing 
nutritional polyneuritis. Since that year have followed a series 
of expermients which have definitely established the existence 
of several accessory food substances, all of them indispensable 
for the maintenance of a normal state of nutrition. Funk in 1911 
named these substances vitamines. The investigations of the past 
twenty years have consisted largely of work by chemists in an 
attempt at the chemical identification of these substances, and 
the work of biologists and clinicians to establish the nature of 
the clinical picture resulting from the removal of these specific 
substances from the diet and methods of cure. Sherman and 
Smith have written a complete text book on this subject and 
have incorporated all the known data on vitamine studies up to 
1931. The book is classified in the order of the historical devel- 
opment of the subject. The authors describe the discovery of 
each vitamine, their chemical nature, physico-chemical properties, 
physiological ‘characteristics in relation to nutrition and health. 
The recent discovery that the two recognized properties of vita- 
min B (antineuritic and growth promoting principles) are really 
2 distinct vitamines, is discussed in much detail. This has re- 
sulted in a renaming of these vitamines thus helping to simplify 
the nomenclature. The antineuritic vitamine formerly B 1 is 
now Vitamine B, and the growth promoting vitamine B 2 is 
now Vitamine G. Each chapter records the foods possessing 
specific vitamines. The book is of great importance to the 
student of nutrition; for vitamines take their place definitely as 
indispensable as carbohydrates, protein, fat, salts and water in 
the physiology of nutrition. WILLIAM S. COLLENS. 


Food Poisoning and Food-Borne Infection 


FOOD POISONING AND_ FOOD- BORNE INFECTION. By Edwin 
Oakes Jordan. oe mm edition. Chicago, The University of Chicago 
Press, 1931. ges, illustrated. f2mo Cloth, $2.50. (The Uni- 
versity of Series.) 

Food Poisoning and Food-Borne Infection, published in its 
second edition is an excellent treatise on the subject. The author 
restricts himself to the practical side of the subject which is 
discussed in a brief and lucid manner. The subject matter in- 
cludes: Food Allergy; Poisons and Other Harmful Substances 
Occasionally Introduced into Food by Accident; Deliberate 
Addition of Coloring Matter of Preservatives; Food-Borne 
Pathogenic Bacteria; Animal Parasites; Poisonous Products 
Formed in Food by Bacteria and Other Micro-organisms; Poi- 
soning of Obscure or Unknown Nature. The newer classification 
of bacteria discussed is well presented. As a whole, the work 
is to be highly commended and should find its place in every 
physician’s library. MAX LEDERER. 


Prevention of Disease in the Community 
THE PREVENTION OF DISEASE IN THE COMMUNITY. By Curtis 

M. Hilliard. New York, McGraw-Hill Book Company, Inc., 1931. 193 

pages, illustrated. 12mo Cloth, $1.75. 

We practitioners are occasionally confronted with patients 
who inquire about certain simple but important phases of pre- 
ventive medicine or community health. A book of this type 
will help to enlighten the intelligent layman about some of the 
simple problems of public health. It is brief and yet compre- 


hensive and may well be recommended to the layman. 
EMANUEL KRIMSKY. 


Treatment of Injury 


TREATMENT OF INJURY BY By. GENERAL PRACTI- 
TIONER. By Clay Ray Murray, M.D., F.A.C.S. Two volumes. New 
York and London, Harper & Brothers, Fea 412 pages, illustrated. 
12mo Cloth, $5.00. (Harper's Medical Monographs). 

Two octavo volumes devoted to the recognition and treat- 
ment of all types of injuries. The book is thorough—almost to 
a fault. The abundance of different types of treatment advo- 
cated for a given injury are apt to confuse the practitioner, for 
whom the book is evidently intended. Both volumes of the 
monograph express the vast experience and knowledge of the 
author. Obsolete methods of treatment have been deleted and 
the material is up-to-date throughout. The chapters of frac- 
tures are illustrated by pen and ink sketches which are instruc- 
tive, but lack the diagnostic value of skiagrams. The omission 
of these, is in the opinion of the reviewer, a serious defect of 
the book from a pedagogic point of view. 

The monograph is recommended to students as well as to the 
industrial practioner. GEO, WEBB. 
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Noguchi 


By Gustav Eckstein. New York and London, Harper & 


NOGUCHI. 
419 pages, illustrated. 8vo. Cloth, $5.00 


Brothers, 1931. 

This is the story of a poor Japanese peasant boy who became 
one of the outstanding research workers of his time because of 
an injury to his hand produced by a burn during his infancy. 

It is interesting to note the inferiority complex produced by 
this physical infirmity as evidenced in the adoption and adaptation 
of new habits of eating, writing and general behavior. The 
author admirably builds upon this physical condition as a 
psychological basis for Noguchi’s turning to reading and studying 
instead of his ancestral occupation of farming. On a visit to a 
large city, the lad’s imagination is fired by the operation per- 
formed on his hand and he remains as the surgeon’s drug boy. 

His attendance at medical school in Tokyo, his happy faculty 
of “using his friends”, his eagerness to get ahead and finally 
his coming to America on the casual half-meant invitation of 
Flexner are graphically described by the author. One of the 
outstanding traits which remained throughout his life was his 
extreme sensitivity. This is especially exemplified in the change 
from Seisaku to Hideyo because of the similarity in name between 
his and that of a character in a novel of a medical student who 
came to a dismal end. 

As the purpose of the author is to portray the man himself, 
his medical and scientific achievements are used as a background. 
From a medical viewpoint, it is remarkable that the following 
could have been performed by one man: The pure culturing of 
the spirocheta pallida, discovery of the cause of paresis and of 
tabes dorsalis, identification of Oraya fever with another 
hitherto unrelated disease, researches on venoms, Rocky Mountain 
fever, trachoma and finally his unfinished studies on yellow fever. 
His death from the latter disease makes a dramatic ending to 
an interesting life. 

The author has performed his task well though every one may 
not appreciate his peculiar staccato type of writing. The book is 
well bound and printed. It should be read by every physician 
and medical student. M. B, GORDON. 


Treatment of Asthma 
THE TREATMENT OF ASTHMA. By A. H. Douthwaite, 

-R.C.P. New York, William Wood & Company, 1931. 164 

12mo Cloth, $2.50. 

The author states in his preface, that his book is an epitome 
of the knowledge of asthma to date, especially as regards 
therapy. For one who wishes just this sort of knowledge of 
the subject, the book may be useful. It is pocket size, and con- 
tains 158 pages. It treats very briefly the newer aspects of 
asthma, as an allergic manifestation, the subject of skin testing, 
disensitization and vaccine therapy. For the special worker in 
this field the volume contains nothing. The biblography is 
short and practically all of the references are from foreign 
workers. It really adds nothing to the considerable literature 
on this subject which has appeared in the past few years. 

G. A. M. 


M.D., 
pages. 


Introduction to Neurology. 


AN INTRODUCTION TO NEUROLOGY. By C. Judson Herrick. Fifth 
edition. Philadelphia and London W. B. Saunders Company, 1931. 
417 pages, illustrated. 12mo Cloth, $3.00. 

In this new and thoroughly revised work. the author maintains 
the same standard of excellence, established in the previous 
editions. The material is presented simply and clearly. It clings 
to its basic purpose of introducing the essentials of neurology. 
In no field is the early student so apt to become confused as in 
the study of the nervous system, and it is in a book of this 
character that the clouds. of confusion are lifted. The book is 
profusely illustrated. Schematic drawings, generously used, are 
a valuable feature. A combination, index and glossary, unusually 
detailed, comprising forty pages, increases this books utility. As 
with the earlier editions this book is well recommended. 

HAROLD B. MERWARTH. 


Physical Basis of Personality 
THE tt ee BASIS OF PERSONALITY. By Charles R. Stockard. 
_— se % AB. W. Norton & Company, Inc., 1931. 320 pages, illustrated. 
vo. jot 


One of the most interesting and entertaining volumes it has 
been our privilege to review. The material is presented in a 
clear, scientific and convincing fashion. The book is profusely 
and clearly illustrated. There are ten pages of references, much 
of which material the author has utilized. In a novel frontispiece 
three humans of distinct physical characteristics are contrasted 
with dogs of a similar physical resemblance, a set of pictures 
both amusing and instructive. 

The author is particularly interested in dogs and their per- 
sonality. By crossing of various types both the physical char- 
acteristics and personalities of these animals are modified in a 
strikingly orderly fashion. In crossing the Great Dane—a simple 
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Giant— and the St. Bernard—an acromegalic giant—a form of 
hereditary paralysis develops in the offspring at the 3-5 mo. 
which is constant and invariable. This brings up the question of 
parental factors in the human problem of progresive muscular 
dystrophy. 

There is experimental work presented in great detail proving 
the influences of environment on the chromosome with subse- 
quent structural changes in the animal, transmissable as long 
as the same conditions in the environment are not modified. 

This book interlocks nicely with recent works on “Constitu- 
tion.” It is highly recommended H. R. MERWARTH. 


Gaskampstoffe und Gasvergiftungen 


GASKAMPFSTOFFE UND GASVERGIFTUNGEN. Wie schiitzen wir 
uns? Von Univ-Prof. Dr. Fessler, Gebele und Prandtl. Munchen, 
Arztlichen Rundschau Otto Gmelin, 1931. 65 pages, illustrated. 8vo. 
Paper, 2 Marks. 

Describing the various gases, dangerous to the human system, 
their effect upon the skin and lungs, the precautionary measures 
during wartime, as well as the treatment of afflicted victims of 
gas poisons. Interestingly presented by experts in this field 


and worth reading by anyone contemplating military service. 
L. KOEMPEL. 


Discovering Ourselves 
BEQOVERING OURSELVES: A View of the Human Mind and How 
t Works. By Edward A. Strecker, A.M., M.D., and Kenneth E. Appel, 
PhD M.D. New York, The Macmillan Company, 1931. 306 pages, 
illustrated. 8vo. Cloth, $3.00. 


During the last decade, there has been a flood of books deal- 
ing with psychological mechanisms underlying human behavior, 
especially the field of abnormal behavior. Generally those books 
were written by non-medical people, and most frequently by 
those whose experiences had been gained from the literature 
and from mere speculation. It is a natural expectation that 
much of the material in those works were in the realm of specu- 
lation, and fancy. Lately, physicians who have made psychi- 
atry in its broadest terminology, their lifework, have commenced 
writing in popular language. The effect has been that now 
there are accessible some authoritative books that cover the 
field of abnormal behavior quite adequately. The present vol- 
ume is written by men who have reached a place of eminence 
in the medical profession, and their work is decidedly of the 
highest type. In twenty-one chapters, they cover the entire 
field, using simple terminology, and describe even Freudian 
mechanism in popular language. To those who are still anxious 
to know of the intricate mechanisms underlying the human mind, 
the book is highly recommended. IRVING J. SANDS. 


BOOKS RECEIVED 
Books received for review are acknowledged promptly in this column; 
we assume no other obligation in return for the courtesy of those sending 
us the same. In most cases, review notes will be promptly published 
shortly after acknowledgment of receipt has been made in this column, 


DIE KOL LAPSTHERAPIE DER LUNGENTUBERKULOSE UND IHRE 
INDIKATIONSSTELLUNG. Von Dr. Kurt Nicol. Minchen, Aerz- 
tlichen Rundschau Otto Gmelin, 1931. 75 pages, illustrated. 8vo. Paper. 
Marks 4.50. (Sammlung diagnostisch-therapeutischer Abhandlungen fir 
den praktischen Arzt. Theft 40.) 

DIE EPIDEMISCHE KINDERLAHMUNG. Von Prof. C. W. Jungeblut, 
and others. Miinchen, Aerztlichen Rundschau Otto Gmelin, 1931. 132 
pages, illustrated. 8vo. Paper, Marks 8.00 

THE DOCTOR AND HIS INVESTMENTS. Financial Policy and bat 
nique for the Pie sician. By Merryle Stanley Rukeyser, B.Lit., M M.A 
ten ae lakiston’s Son & Co., Inc., 1931. 330 pages. 12mo 

lot 

CONFERENCES D’HEPATOLOGIE; LES GRAND SYNDROMES. By 
Dr. G. Parturier. Paris, Vigot Fréres, 1929. 260 pages. 8vo. Paper, 
25 francs. 

AN INTRODUCTION TO ORGANIC ega:. By Roger J. Wil- 
liams. Second edition. New York, Van Nostrand Company, Inc., 
(1931). 585 pages. 8vo. Cloth, $3.50. 

ACCIDENTAL INJURIES: The Medico-Legal Aspects of Wartuer's 
Compensation and Public Liability. By Henry H. Kessler, A.B., 
—_— Lea & Febiger, 1931. 718 pages, illustrated. 8vo. LD. 


THE MANIC-DEPRESSIVE PSYCHOSIS. By Helge Lundholm, Ph.D. 
Durham, Duke Uegvoreney Press, 1931. 86 pages. 8vo. Paper, $1.00. 
(Duke University Psychological Monographs, No. 1.) 

(GREAT BRITAIN) Privy Council, Medical Research Council. Catalogue 
of the National Collection of Type Cultures. Second edition. London, 
His Majesty’s Stationery Office, (New York, British Library of Informa- 
tion) 1925. 67 pages. 8vo. Paper, 55c, postage extra. (Special Report 
Series, No. 64, [revised].) 

(GREAT BRITAIN) itd Council, Medical Research Council. Sate 
of Nutrition. and Health of Two African Tribes. 
B. Orr and J Gilks ondon, His Majesty’s Stationery Office, Pues 
York, British Titear of Information) 1931. 82 pages. 8vo. Paper, 
55c, postage extra. (Special Report Series No. 155.) 

(GREAT BRITAIN) Ministry of Health. A Review of Certain Present 
Aspects of Smallpox Prevention in Relation particularly to The Vaccina- 
tion Acts, 1867-1907. London, His Majesty’s Stationery Office, (New 
York, British Library of Information) 1931. 67 pages. 8vo. Paper, 30c, 
postage extra. (Reports on Public Health and Medical Subjects No. 62.) 

A CLINICAL STUDY OF ADDISON’S DISEASE. By Leonard G. 
Rowntree, M.D. and Albert M. Snell, M.D. Philadelphia and London, 
W. B. Saunders Company, 1931. 317 pages, illustrated. 12mo Cloth, $4.00. 
(Mayo Clinic Monographs). 
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PROCTOSCOPIC EXAMINATION AND THE TREATMENT OF 
HEMORRHOIDS AND ANAL PRURITUS. By Louis A. Buie, B.A. 
M.D. Philadelphia and London, W. B. Saunders Company, 1931. 175 
pages, illustrated. 8vo. Cloth, $3.50. (Mayo Clinic Monographs). 

= SURGICAL CLCS OF NORTH AMERICA. Volume 11, Num 

(New York mber) June, 1931. Issued serially, one number 
joni other month b nthe W. B. Saunders Company, cone and 
London. Per Clinic Year (6 nos.) Paper, $12.00; Cloth, $16.00 


Is the Medical Profession a Luxury? 


In his stimulating and direct gn address as presi- 
dent of the Medical County of New York, Charles G. Heyd, 
M.D., called attention to the fact that about $80 per family 
represents the total cost of all non-government health ser- 
vice. And this involves the allotment of only $24 per family 
per year for direct payments to physicians. In contrast he 
presented the per family expenditure of $436 for expendi- 
tures which he classifies as luxuries. 

The term luxuries is a dangerous term when it includes 
tobacco, candy, entertainment, sporting goods, soft drinks, 
ice cream and even ‘toilet soap. The use of money on these 
commodities is not indicative of wastage. People have been 
educated to use automobiles and in this country at least they 
are no longer in the luxury class, especially not in the rural 
sections. Radios are not essentially luxuries and, insofar 
as they represent almost the first invention in many years 
tending to keep people at home, they possess high social 
value. Entertainment, including the movies, is scarcely to 
be regarded as a wild luxury in an age when shorter hours 
and diminished constructive facilities in the home have been 
productive of increased leisure. Pleasure, and joy in living 
enable one to escape some of the oppression of the monotony 
of daily experience. Insofar as they enable people to forgt 
their troubles and anxieties even this category of “luxury” 
may be put down as a prophylactic health expenditure. 

One cannot solve the problem of medical economics by 
emphasizing the amount of money spent for tobacco, candy, 
chewing gum and cosmetics. Sometimes it is exceedingly 
difficult to draw the line as to what constitutes a necessity 
and what constitutes a luxury. People can cut their own 
hair, but that does not make the barber a luxury; people can 
buy compound cathartic pills, but that does not make the 
physician a luxury; people can get along without daven- 
ports, pianos, electric lamps, but the purchase of them does 
not constitute luxury. There are some who believe that 
man can get along without the churches but the support 
of religious institutions is scarcely to be regarded as a 
luxury. 

The real crux of the matter lies in part in the fact that 
80 percent of the community earns less than $2,000 a vear 
and that “some 80 percent of all American families lived 
below the budget of health and decency in 1922 and the 
20 percent increase in per capita income since that date still 
leaves probably two- thirds of all families below the line.” 
Let us grant that there is a group of people with some 
slight increase in their annual income who buy silk stock- 
ings, patronize beauty shops, and dress in “near fur” coats. 
The solution of the diverse problems of medical economics 
will not be secured by. dwelling upon methods of diverting 
the small fractions of income to medical service when as it 
stands the masses are unable to meet reasonable standards 
of health and decency. 

The fundamental problem of social economics lies behind 
the more specific discussions of medical economics. People 
may go without tootsie rolls and fur pieces but they cannot 
go without medical assistance with any sense of security. 
Society is not so much interested in the sale of the candy 
and necklaces as it is in the preservation of health. Hence, 
instead of discouraging people in their purchase of palatable 
or beautifying commodities, society is seeking methods 
whereby they may secure all the advice of health service 
and medical service at the lowest cost. The concern of the 
public in earning and spending is great because society is 
organized on a socio- economic basis. 

Society’s interest in health is concentrated upon the health 
of the community as a whole rather than upon the economic, 
social, and health values of the medical profession as part 
of the community. What happens to the medical profession 
as a unit should be one of the concerns of society but at 
present there appears to be a definite trend towards making 
provision for medical service without reference to the wel- 
tare of those who are to give the medical service. This is 
a far greater question for the profession and for the com- 
munity than those that grow from contrasting the incomes 
of general practitioners of medicine and specialists in surgery. 
It transcends the question of how much the nation spends 
for luxuries whose health values are indefinable. Is the medi- 
cal profession a luxury or a necessity? This question must 
be answered.—Amer. Med. 
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WE CAN SUPPLY YOU NEW BOOKS 
WITH ANY BOOK RE- , MEDICAL FROM 


VIEWED IN THIS JOUR- 
NAL, OR ANY OTHER 
BOOK IN PRINT. YOU 
WILL FIND IT A CON- 
VENIENCE TO ORDER 
ALL OF YOUR BOOKS 
FROM ONE SOURCE. 
PROMPT SERVICE. 

124 East 60th St. 


571 West 168th St., New York 
Phones: VOI. 5-1044-1045 322 Henry St., Brooklyn 


BOOKS THE MAYO CLINIC 


ANNUAL MAYO CLINIC 


Vol. XXII $13.00 
BUIE — Hemorrhoids and 
Anal Pruritus $3.50 


MAYO CLINIC PHYSI- 
CIANS. Vol. II $7.00 
ROWNTREE and SNELL— 
ADDISON’S DISEASE 


THE PERFECT DRESSING 
For the Relief of Inflammation 
and Congestion 


Denver Chemical Mfg. Company, 
New York, N. Y. 


FOR POSITIVE 
Caleium 
Administration 


USE 
GLUCOLINE WAFERS 


(Strasenburgh) 
containing 
Council Accepted Calcium Gluconate 10 gr., in wafer 
form, pleasantly aromatized and sweetened 


Glucoline Wafers possess advantages over other forms of 
Calcium medication in that— 


1. The dosage is positive and flexible. 


2. Sufficiently large doses are readily obtained in 
palatable form. 


3. Glucoline wafers, as a source of Calcium, are su- 
perior to liquid forms, on account of the limitations of 
solubility. Also, as the complexity of a formula increases, 
the solubility of the Calcium salt decreases. 


4. Calcium Gluconate is odorless and tasteless. 


5. Calcium Gluconate is readily and completely 
metabolized. 


It is recommended that Vitamexol be administered with 
Glucoline Wafers, as an aid to the utilization of Calcium. 


R. J. STRASENBURGH CO. 


PHARMACEUTICAL CHEMISTS 


ROCHESTER NEW YORK 


ARTIFICIAL EYES 


Artificial eyes must be carefully manufactured and 
fitted. We are specialists in this field and ocu- 
lists are cordially invited to watch us at work in 
our laboratories. 


Charitable Institutions Supplied at Lowest Rates 


Large selections on request. Prompt attention. Write 
for our color chart and order blanks. 


Mager & Gougelman, Inc. 


POUNDS 


510 MADISON AVENUE 
NEW YORK 
230 BOYLSTON ST. 1930 CHESTNUT ST. 
BOSTON, MASS. PHILADELPHIA, PA. 


Amebic Granuloma 


1. Three cases of amebic granuloma of the large bowel are 
reported. 

2. The pathologic process consists in Persistance of an iso- 
lated chronic ulcer with progressive erosion of the wall of the 
bowel. In response to the amebic ulceration and secondary 
infection, large amounts of edematous fibrous granulation tis- 
Sue appear. This process affects the entire bowel wall and the 


neighboring mesocolic fat. As a consequence, tumor masses 
are formed. 

3. These granulomas may be easily mistaken for carcinoma, 
for they give symptoms, physical signs and radiologic appear- 
ances that may be identical with those produced by carcinoma. 

E. histolytica is world wide in its distribution, and in- 
fections with it do not necessarily produce diarrhea or dysentery. 
—Herbert Gunn, M.D., and Nelson J. Howard, M.D., J. A. M 
A., July 18, 1931. 


Perhaps there is something you need listed in the Classified! 
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THE THERMO-WAVE 
APPLICATOR 


A new type electrical baker 
using either D.C. or 
A.C. current 


Direct Heat Application 
to Bare Extremities at High 
Temperatures 


Action soothing — will not un- 
favorably affect bodily functions 


INFRA-RAY CORPORATION 


712 Chrysler Building 
New York, N. Y. 


Death of Lee K. Frankel 


Lee K. Frankel, Ph.D., second vice-president of the Metropoli- 
tan Life Insurance Company, died suddenly in Paris, July 25, 
of heart disease. He was 65 years old. 

Graduating from the University of Pennsylvania in 1887, Dr. 
Frankel taught chemistry there while continuing his studies for 
his Ph. D. degree, and later became a consulting chemist. For 
nine years he was manager of the United Hebrew Charities of 
New York, and in 1908 was appointed a special investigator for 
The Russell Sage Foundation. 

When he joined the Metropolitan Life Insurance Company in 
1909, he organized the Welfare Division of that Company and 
continued in this field for twenty-two years. 

Two innovations in insurance service are attributed to him, 
namely a program of health education and the provision of free 
nursing service to industrial policy holders. Beginning with one 
piece of health literature written in simple language, Dr. Frankel 
saw the service grow until more than 500,000,000 copies of 
health leaflets have been distributed by the Company. He 
started with one nurse in New York City; now Metropolitan 
nurses are to be found throughout the length and breadth of the 
land. In cooperation with various public health agencies, sickness 
and unemployment surveys have been made in many cities, studies 
in health and sanitary conditions in twenty-seven states, and 
special studies in school health problems and in public health 
administration. Men and women from other lands have been 
aided through simply written booklets in their own language 
telling them how to keep well. Help has been extended to 
thousands of immigrant relatives of foreign-born policy holders. 
The development of this carefully planned, consistent campaign 
of health education and nursing care, sometimes waged in the 
face of formidable opposition, has placed the Metropolitan Com- 
pany in the position of leader in welfare work and disease pre- 
vention in the insurance field. 

Largely through Dr. Frankel’s interest, the Metropolitan 
Company established a tuberculosis sanatorium for its employees 
at Mount McGregor. 

Dr. Frankel was an international figure in health work. He 
served as vice-president of the National Tuberculosis Association 
in 1914; as president of the American Public Health Association 
in 1919 and of the National Health Council 1923-26, and as 
vice-president of the National Council of Social Work 1923-29. 


He also served at various times as a member of the Advisory 
Committee of the National Association for Public Health Nursing 
and of the Milbank Foundation; and as director of the American 
Child Health Association, the Life Extension Institute and 
many other health organizations. In 1929 he was one of those 
chosen by President Hoover to organize the White House ‘ 
ference on Child Health. 

At a dinner given him on his sixtieth birthday by 700 promi: « 
welfare workers, he was greeted as “the man who in his !)\ tue 
has done more for public health in the United States; than any 
other individual.” 

Professor C.-E. A. Winslow of Yale University said on that 
occasion: “As an amateur in the highest sense, Dr. Frankel 
stands as a unique figure in American life. His work is that of 
a volunteer soldier of public health."—Health News. 


Endocrinological Features of Impotentia Sexualis 


One of the factors which has undoubtedly caused many <doc- 
tors to refrain from taking an interest in the treatment of im- 
potentia sexualis, is the gross misrepresentation and flamboyant 
claims which have been made by vendors of aphrodisiac nostrums 
for scores of years. The desire for aphrodisiacs is apparently 
as old as mankind itself. 

In the papyri found in one of the oldest Egyptian pyramids, 
reference is made to the aphrodisiac action of certain drugs. 
Weil points out that in one of the oldest literary documents in 
the world, the Indian Ayurveda of Sustra, the administration 
of testicular tissue is recommended for impotence. 

Throughout the literature of all nations, there is frequently 
recurring evidence of the urgent desire for an elixir that w id 
renew youth or avert old age, so, as might be expected, this in- 
tense demand never failed to evoke an endless supply of re- 
juvenating remedies in every conceivable shape and form. The 
childish credulity of the buyer was only equalled by the ruth'ess 
rapacity of the seller. 

U nprejudiced physicians, however, are beginning to realize that 
impotentia sexualis is a serious pathological condition, and to 
use all legitimate therapeutic measures to ameliorate it. 

A very interesting booklet entitled “Endocrinological Features 
of Impotentia Sexualis” with numerous references is now avail- 
able to physicians.» A postal addressed to the Remogland Chemi- 
cal Company, New York City will bring it promptly. 
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DOCTORS GUIDE 
BUSINESS LITERATURE 


ssl 


This free service is arranged so that busy physicians need write only one letter to obtain the literature and samples of as many 
manufacturers as desired. The list contains the more important business literature published by manufacturers of pharmaceuticals, 


physicians supplies, foods, etc. 


Merely list the key nutabers of all publications desired and send your request to 


Mepicat Times & Lone ISLAND MeEpicaLt JourRNAL, 95 Nassau Street, New York 


ARTIFICIAL EYES 


MT-183 Booklet on the fitting cave and wear of Artificial 


MT- 81 


Human Eyes. Color chart and order blanks for order- 
ing selections from stock, also price list. Gold and 
Glassballs for Mules operation. Price list. Mager & 
Gougelman, Inc. 


ARTIFICIAL LIMBS 


“Manual of Artificial Limbs.” 
with 359 pages. A. A. Marks. 


ELASTIC BANDAGES AND SUPPLIES 


Copiously illustrated 


MT-119 Everything for the Sick. Roberts & Quinn, Inc. 


ELECTRO THERAPEUTIC APPARATUS AND SUPPLIES 
MT- 46 Catalogue of Electrically Lighted Instruments for all 


MT-181 


MT- 60 


MT- 83 


MT-133 


MT-178 
MT-137 


Purposes 


Diagnostic Surgical 
Company. 


Electro Surgical Instrument 
Literature on: 

(A) McIntosh Physical Therapy Apparatus, Elec- 
trodes and Accessories—with 64 illustrated pages. 
(B) Modern Ultra-Violet Therapy—with 95 illus- 
trated pages. 

(C) New Oscillatory Currents for Low Tension 
Technique—with 24 illustrated pages. 

(D) The Hogan Vario-Oscillo-Therm. 

(E) The Hogan High Frequency Apparatus. 

(F) The McIntosh Electra Diathermy Apparatus. 
(G) McIntosh Portable Diathermy Apparatus. 

(H) Dr. F. E. Messiaur’s Ionizing Chambers. 

(I) Vattenborg-Colonic Mobile Unit. 

(J) Reprint on “Electro-coagulation of Tonsils, with 
Special Reference to a New Technique,” by Dr. L 
Leo Doane. 

(K) “The Electron”, Bimonthly Bulletin of Elec- 
tromedical and Physical Therapeutic Progress. 
(L) The Groff Diathermy Knife. 

(M) McIntosh Biolite, Infrared Generators. 
Intosh Electrical Corp. 


FOODS 


“The Doctor and Hortick’s Malted Milk,” “Horlick’s 
Maltose and Dextrin Milk Modifier,” Formula Blanks 
for prescribing Horlick’s Milk Modifier, and Physi- 
cian’s Index Card of formulas for Horlick’s Milk 
Modifier. Horlick’s Malted Milk Corp. 

(A) The Care and Feeding of Children. 

(B) Nourishment for Adults and Children in Health 
or illness. 

(C) The Source, Nature and Amount of the Nutri- 
tive Elements in Mellin’s Food. 

(D) Mellin’s Food—A Milk Modifier. 

(E) Formulas for Infant Feeding. 

(F) Ulcer—Adult Feeding. 

(G) A Message to Physicians. Mellin’s Food Com- 


pany. 
“Yeast Therapy.” Based on Published Findings of 
Distinguished Investigators and Physicians. Standard 
Brands, Inc. 

“Sugar” by Beulah V. Gillaspie. A small booklet giv- 
ing information on Sugar. The Sugar Institute, Inc. 
Illus. Pamphlet of Valentine’s Meat Juice Company’s 
Plant. “Valentine’s Meat Juice in Influenza or Pneu- 
monia.” “Valentine’s Meat Juice in Gastric or Intes- 
tinal Trouble.” Valentine’s Meat Juice Company. 


with 76 pages. 


Mc- 


MT-163 


MT- 12 


MT- 14 
MT- 17 


MT-175 


MT- 20 
MT- 21 
MT-159 


MT-166 
MT- 22 


MT- 28 


MT- 32 
MT- 38 


MT-167 


OFFICE SUPPLIES 


CASE RECORD SYSTEM: Sample Case Record 
Cards for the General Practitioner or any Specialty. 
“The Holden System”, a necessity to the scientific 
physicians. 

PHARMACEUTICALS AND BIOLOGICS 
Alkalol—Irrigol. Reliable remedies for destroying 
mucous and building up depleted cells. Literature and 


Samples. Alkalol Company. ; 
reosote.” Arlington Chemical 


“Crude vs. Medicinal 

Company. 

of Red Bone Marrow (Medullary Glyce- 
ride), 

(B) Peptonal, 

(C) Trypsin, 


eB Rennet or Rennin (Curdling Ferment), 
E) Ovarian Preparations, 

(F) Thyroid Preparations, 

(G) Peptonum Siccum, 

(H) Sterile Surgical Catgut Ligatures, 

(I) Concentrated Liver Extract, 

(J) Elixir of Enzymes, 

(K) Spleen Liquid, 

(L) Lecithol, 

(M) Suprarenalin in Hay Fever, 

(N) Pituitary Preparations, 

(O) Peptone Solution, 

(P) Parathyroid Preparations, 

Q) Endocrine and other Organotherapeutic Prepara- 

tions. All from Armour & Company. 

“Silver Tips”’—The 6” Silver Nitrate Applicator. (A 
tip for each case) Sanitary and convenient. Caustic, 
Astringent and Coagulant. Samples on request. Arzol 
Chemical Company. 

“Mazon and Mazon Soap” in the treatment of eczema 
and other skin disorders. Belmont Laboratories, Inc. 
“Hyclorite,” Concentrated Sodium Hypochlorite. Beth- 
lehem Laboratories. 
“Pharmaceuticals of Established Merit”. “Theocalcin— 
Diuretic and Myocardial Stimulant”, “Pot. Iod. Theo- 
calcin—In Stenocaraic and Asthmatic Conditions”, and 
“Bromural—Sedative and Hypnotic.” “Useful Pre- 
scription Data”; Prescription data in cases of Acne, 
Alopecia, Angina Pectoris, Arteriosclerosis, Ascites, 
Cardiac, Dropsy, Eczema, Heart Disease, Insomnia, 
Myocarditis, Neurosis, Pertussis, Renal Disease. “Met- 
razol” Clinical Report—Injected Subcutaneously or 
Intravenously in Surgery. Also Complimentary Emer- 
gency Kit of Metrazol Ampules. Bilhuber-Knoll Corp. 
“BiSoDol”, An Unusually Palatable Form of Alkaline 
Medication. The BiSoDol Companv. 

“An Effective Contraceptive Method”, an authoritative, 
copyrighted article by James F. Cooper. M.D. Copies 
will gladly be sent to physicians only. “Ramses Trans- 
parent Diaphragm.” Detailed instructions for correct 
fitting of Vaginal Diaphragms. Blair & Curtis, Inc. 
“Sal Henatica.” A Carefully Blended and Well-Bal- 
anced Effervescent Saline Combination. Bristol-Myers 
Company. 

“Campho-Phenique in Major and Minor Surgery.” 
Campho-Phenique pany. 

“Hormotone in Disorders of Menstruation and the 
Menopause” and “Hormotone in Premature Senility 
and Old Age.” G. W. Carnrick Company. 

“The Collosol in Dermatology”. “Collosol Manganese”, 
“Collosol Kaolin”, “The Action and Therapeutics of 


It helps us to have you mention Mepicat Times when writing advertisers. 
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MT- 47 


MT- 50 


MT- 59 


MT- 61 


_MT- 70 


MT- 76 


MT- 77 


MT- 78 


MT-150 
MT- 82 
MT- 85 


MT- 86 


MT- 87 
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Collosol Iodine” and “The Action and Therapeutics of 
Collosol Argentum.” The Crookes Laboratories. 
“Inflammatory Processes and Their Treatment,” “The 
Pneumonic Lung, Its Physical Signs and Pathology,” 
“Pregnancy, Its Signs and Complications,” “Infected 
Wound Therapy,” “Gynecological Hints.” All from 
Denver Chemical Mfg. Co. 
“Marinol,” The really agreeable Cod Liver Oil. Fair- 
child Bros. & Foster. 
“A Few Notes Regarding Psychoanaly sis,” “The 
Therapeutic Value of Chemical Foods.” Fellows Medi- 
cal Mfg. Co., Inc 
A) “ toche Medicinal Specialties,” 
B) Allonal “Roche,” 
C) Larosan “Roche,” 
(D) “The Romance of Digitalis,” 
oF Isacen “Roche,” 
F) Pantopon “Roche,” 
(G) “Ye Olden Day Cough Physic,” 
H) Sedobrol “Roche,” 
(I) Sedormid “Roche, 
(J) “Surgical and Obstetrical Anesthesia with Scopo- 
lamine Stable,” 
(K) “Ulrich’s Treatment of Epileptics,” 
toe» Regulation of Chloride-Bromide Intake in 
i 
(M) “fodostarine Tablets for Simple Goitre,” 
(N) “The Doctor Visits ‘Roche’,” 
(O) “The Mystery of Sleep.” Hoffmann-La Roche 
Chemical Works. 
“Urasal,” An Improved Form of Hexamethylenamine 
Medication. Frank W. Horner, Inc., 
“Hagee’s Original Cordial Compound.” Samples. 
Katharmon Chemical Company. 
“Fresh Liver Extract,” “Extracts of the Fresh Sexual 
Glands,” “Fresh Gland Extracts,” and “Pernicious 
Anemia in Recent Years.” L. H. Lang Biological 
Products. 
Important Lilly Publications : 
(A) “Iletin” (Insulin, Lilly), 
(B) Liver Extract, No. 343, 
(C) Liver Extract No. 55 with Iron, 
(E> Ephedrine Preparations, 
E) Staphylo-Jel, 
(F) Para-thor-mone, 
(G) Biological Therapy, 
Merthiolate, 
I) Gluco-Calcium, 
Diet Charts, 
K) Kaomin, 
(L) Diphtheria Toxoid, 
(M) Sodium Amytal, 
Amytal Preparations, 
O) Ampoules Acacia Solution, 
(P) Ampoules Calcium Gluconate, 
(Q) Ampoules Invert Sugar, 
(R) Puerperal Serum, etc. Any one or all of the 
above will be forwarded to physicians postpaid on re- 
quest. Eli Lilly & Company. 
“Glyconda Lloyd’s Iron and Lloyd’s Hydrastis,” “Gly- 
conda,” (pleasant to the taste), “Libradol,” A Medi- 
cated Plasma for External Use. Lloyd Brothers, 
Pharmacists, Inc. 
“Glon-O-Menth”—A Stable Nitroglycerin Compound. 
McBerk Laboratories. 
“Rheumatism and Arthritis” and “Metabolism as Basic 
background in Disease.” The Mellier Drug Company. 
Complete file of Merck literature, including 
(A) Skiabaryt, X-Ray Barium Sulphate, 
te} Prophylaxis and Treatment of Pneumonia; 
C) Arsenoferratose, for Blood-Building Iron; 
(D) ae nor in the Treatment of Pyelitis ; 
(E) Fibrolysin, Cicatricial Resolvent; 
F) Ichthyol, in the Treatment of Skin Diseases ; 
G) nee for Grip and Colds; 
H) Peroxiods, Tablets of Magnesium Superoxol ; 
(I) Bronchography with Brominized Oil in Tuber- 
culous Patients ; 
f ) Hydrochloride Merck; 
) Iodized Oil in X-Ray Diagnosis ; 
iL) Erythrol Tetranitrate Merck; 
M) Digitan, a Summary of the Principles Governing 
the Use of Digitalis, Merck & Co., Inc. 
“Mu-Col” a Saline-Alkaline Powder makes a most 
useful Antiseptic Wash. Literature and sample. Mu- 
Col Company. 
Booklets on: (A) Pneumonia, 
(B) The Injection Treatment of Varicose Veins, 
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(C) Scarlet Fever, 
(D) Vaccines, 
(E) Hay Fever Antigens, 
(F) Poison Ivy and Poison Oak Antigens, 
(G) Cerebrospinal Fever treated with Antimeningo- 

coccic Serum, 
(H) Ether—Oil Colonic Anesthesia, 
on Small Pox Vaccine, 

J) Tuberculin, 
(K) Amidopyrine, 
(L) Bismuth in the Treatment of Syphilis, 
(M) National Vaporizer. National Drug Company. 
“Weighed and Measured Diets.” Valuable 20 page 
booklet for diabetic patients. The John Norton 
Company. 
“Fever” Method of Introducing “The Control Factor 
in Reduction of Excessive Fever Temperature.” Nu- 
motizine, Inc. 
“Diagnosis of Genito-Urinary Diseases and Syphilis” 
by Henry I. Berger, M. D. Od Chemical Company. 
“The Story of Olajen” and “Notes on Digestion and 
Absorption.” Olajen, Inc. 
(A) “Sclerosing Treatment of Varicose Veins and 
Internal Hemorrhoids,” 
“Viosterol in Oil—250 D,” 

C) “Estrogen and Lipo-Lutin,” 
(D) “Adrephine (Adrenalin-Ephedrine Compound),” 
(E) “Parodin (Parathyroid Extract),” 
(F) “The Liver Treatment of Pernicious Anemia,” 
(G) “Citronin For the Treatment of Cough,” 
( H) “Panteric Tablets and Panteric Compound Tab- 


let 
(I) “Thio-Bismol,” 
(J) “Pituitrin (The Original Pituitary Extract) ,” 
“Pitressin (Beta-Hypophamine), 
L) “Pitocin (Alpha- Hypophamine) ,” 
(M) “Gas Gangrene Antitoxin,” 
“Ventriculin in the Treatment of Pernicious 

emia 
(O) “Citralka (A Physiological Antacid),” 
(P) “Mycozol for the Treatment of Epidermomycosis,” 
(Q) “The Sulphocyanate Treatment of High Blood 

Pressure,” 
(R) “Parke-Davis Theelin,” 
(S) “Toxoid Immunization Against Diphtheria,” 
(T) “The Immunogens.” Parke, Davis & Company. 
“Diagnosis and Treatment of Diseases of the Liver,” 
“Diagnosis of Cardio-Vascular Diseases,” “Diagnosis of 
Nervous and Mental Diseases.” Three publications by 
Dr. Henry I. Berger, published by Peacock Chemical 
Company and Sultan Drug Company. 
Pineoleum, its use in Acute Coryza or Acute Rhinitis. 
Liberal sample. The Pineoleum Company. 
“Vera-Perles of Sandalwood Comp.” and “The Circu- 
lation of Bile.” The Paul Plessner Company. 
“Gray’s Glycerine Tonic Comp.” The Purdue Fred- 
erick Co. 
“Remogland, Its Use in Cases of Endocrine Insuffi- 
ciency”, “Endocrinological Features of Impotentia 
Sexualis.” Remogland Chemical Company. 
“When the Cross Roads are Reached in Hemorrhoids 
(Piles),” and “Urotropin, the Intravenous Administra- 
tion of the Original Formaldehyde-Liberating — 
and Systemic Antiseptic.” Schering & Glatz, Inc 
(A) Intravenous Urography. 
(B) The Peroral Effect Of Follicular Hormones. 
(C) Intravenous Pyelography with Uroselectan. 
(D) Clinical Observations of a Potent Female Sex 
Hormone. 
(E) Progynon—Science’s latest contribution to fe- 
male sex hormone therapy. 
(F) Iopax—For Visualization of the Kid- 
s and Ureters. 

) Normacol—A Remedy for Civilization’s Evil— 
Constitpation. 
(H) Neutralon. 
(I) Chlorylen—An Analgesic for the Relief of Neu- 
ralgic Pain of the Face, Jaw and Teeth by Inhaiation. 
(J) Rectal Disease and Constipation. . 
(K) Hormone Therapy in Ovarian Hypofunction. 
(L) Niazo—A Modern Genito-Urinary Antiseptic for 
Oral Use. Schering Corporation. 
“Digitol,” “Caprokol,” “Diphtheria Antitoxin,” “Supet- 
Concentrated—Mulford,” “Hexylresorcinol Solution S. 
T. 37.” These and many others you can get literature 
on from Sharp & Dohme. 
Literature on “Glykeron,” and “Ergoapiol (Smith)” 
Martin H. Smith Company. 


Perhaps there is something you need listed in the Classified! 
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MT-135 “Vitamexol,” A Reconstructive and Scientific Builder. 
R. J. Strasenburgh Company. 

MT-140 “Viburno,” Its action upon the Genito-Urinary System, 
and “Table for Determining Date of Delivery.” The 
Viburno Company, Inc. 

MT-144 “Building Resistance (Guiatonic),” “Acidosis and In- 
fection (Alka Zane),” “Imhotep—Egyptian Medicine 
was a Quaint Mixture of Rationalism and Magic 
(Agarol),” “The First Question (Agarol),” “Acidosis 
—A Warning Sign in Pregnancy (Alka Zane).” 
William R. Warner & Co., Inc. 

MT-148 “Secret of our Digestive Glands,” “Angostura Bitters 
- the Daily Practice.” J. W. Wuppermann Agency, 
nc 


MT-160 “Six Proven Features of Bismogenol.” Pamphlet on 
this product for the treatment of Syphilis in all 
stages. Also Chemical Opinions on NITROSCLERAN 
for Hypertension, and EKZEBROL for Eczema. 
George J. Young, Inc., Distributors. 

RUBBER GOODS 
MT- 68 “Interstate Quality Atomizers.” Interstate Rubber 
pany, Inc. 
SANITARIUMS AND HEALTH RESORTS 
MT- 18 Dr. Barnes Sanitarium. A_ beautifully illustrated 


MT- 27 


Roosevelt 


pamphlet of this Connecticut Institution. 
MT- 29 The Brunswick Home, a private sanitarium in Amity- 
air Oaks, A well known institution in Summit, N. J., 
MT- 55 
Illustrated pamphlet of one of New Jersey’s Institu- 
MT-170 Rest Haven—A Convalescents’ and Invalids’ Home. 
MT-122 
Health Institute. 
Illustrated Pamphlet of this 
“Hospital Treatment for Alcohol and Drug Addiction.” 
SURGICAL INSTRUMENTS AND SUPPLIES 
MT- 55 
Constipation, disorders of the Kidneys and Gastroin- 
32 page booklet. Kalak Water Company. 


“Bright Side” Sanitarium for the treatment and care 
of Incurables, Chronic Diseases and General Invalidism. 
“Bright Side” Sanitarium, Teaneck, N. J. 
ville, L. I. The Brunswick Home. 
MT- 44 The Easton Sanitarium. A _ beautifully illustrated 
phlet of this Pennsylvania sanitarium. 
MT- 49 
directed by Dr. T. P. Prout. Fair Oaks. 
Illustrated pamphlets of this health resort, the home of 
Pluto. French Lick Springs Hotel Company. 
MT- 63 
tions. Idylease Inn. 
MT- 65 An illustrated pamphlet of this well-known Goshen, 
N. Y., Institution. “Interpines.” 
Convenient to Bridgeport and New York Area. IIlus- 
trated booklet. Rest Haven. 
“Rejuvenation of Tired Business Men.” 
MT-125 The Ross Sanitarium. 
owe known Long Island Institution. Dr. William H. 
Oss. 
MT-136 
Charles B. Towns Hospital. 
MT-146 Westport Sanitarium. Descriptive literature, directed 
by Dr. F. D. Ruland. Westport Sanitarium. 
MT-119 Everything for the Sick. Roberts & Quinn, Inc. 
WATERS 
Pluto Water—Nature’s method of assisting in Habitual 
testinal tract. Literature and Samples. French Lick 
Springs Hotel. 
MT- 69 “Alkalinization—Its Indications and Attainment.” A 
MT-116 “Mineral Waters Therapeutically Considered,” “Health 
Hints for the Sedentary Worker” and “Health Hints 
at Home and Abroad.” Hiram Ricker & Sons. 


Collosol Kaolin 


Kaolin, a hydrated aluminum silicate, has been in use for 
many centuries by Chinese physicians for the treatment of fevers 
and intestinal toxemias and particularly for the treatment of 
cholera. Large doses of a crude impure Kaolin suspended in 
water and administered freely were found to be rapidly effective 
m alleviating the distressing symptoms. Modern research has 
substantiated these early findings and has put them on a scien- 
tific basis. Kaolin acts by absorption of bacterial and allied 
toxins and to attain highest efficiency it must be in the finest 
Possible state of subdivision; colloidal. In order to eliminate 
undesirable after-effects due to particles of quartz, mica and 
other extraneous matter usually associated with Kaolin, it is 
essential that the product be carefully purified. These require- 
ments are met in Collosol Kaolin Crookes which is a highly 
Purified silicate of aluminum, rendered colloidal by a special 
Process and supplied with no additions whatever. It thus pos- 
Sesses the maximum efficiency in combating intestinal toxemias. 


Preseribe 
the sea 


FOR yourself and your patients. Let Chal- 
fonte-Haddon Hall be the setting for an 
ocean-voyage-on-land. The wind from the 
sea has a way of whipping the blood back 
into white faces. The comfort and care on 
which Chalfonte-Haddon Hall prides itself 
put new life into muscles and tissues. Here 
one may relax. There is an informal atmos- 
phere, fine wholesome food, unobtrusive ser- 
vice. Every care is taken to make a stay here 
an enjoyable experience. 

There are all sorts of recreation facilities. 
Squash courts, a well-equipped gymnasium, 
game-rooms. Riding on the beach. Golf a 
few minutes away. 

Prescribe Chalfonte-Haddon Hall. And 
don’t hesitate to take the prescription your- 
self. Play. Bask in the sun. Read... . 
Happy in the cheerful hospitality of Chal-. 
fonte-Haddon Hall. Not only does it work 
miracles with others, but it will make a new 
man of you! Write for information. 


American and European Plans 


CHALFONTE- 


HADDON HALL 


ATLANTIC 
Leeds and Lippincott Company 


It helps us to have you mention Mepicat Times when writing advertisers. 
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limination obesity 


_PLUTO WATER due to its valuable mineralization 
gives excellent results in the treatment of impaired 
function of the secretory organs; and of dysfunction 
of the ductless glandular system. 


It stimulates to normal functional efficiency the action 
: of the liver, of the kidneys, of the pancreas and of the 
The French Lick Springs Hotel entire gastrointestinal tract. 


America’s Greatest Spa OVERWEIGHT and OBESITY are scientifically treat- 
ed here, according to the special pathology behind the 


ee . parca ailment; diet, elimination, exercise and the ductless 

glands all receive scientific study in planning a reduc- 
Our Medical Director will cheer- tion cure. Many physicians refer their OBESITY cases 
fully cooperate with the family directly to FRENCH LICK SPRINGS for our special 


physician in taking special care 


at tis reduction treatment. 


Literature, diet lists and samples of PLUTO WATER 
2 gladly sent to Physicians on request. 


French Lick Springs Hotel Company, French Lick, Ind. 


SANITARIUM, 


BRENTWOOD, LONG ISLAND 


| 

| For medical and surgical convalescents, chronic 
medical cases, and the aged 


Thirty acres of lawns, gardens, and orchards 


i Thirty-second year of continuous operation. 
EE TELEPHONE WILLIAM H. ROSS, M.D. 
@. BRENTWOOD 55 Medical Director 


“INTERPINES” 


: GOSHEN, N. Y. 
Phone 117 | 
ETHICAL — RELIABLE — SCIENTIFIC | 


Disorders of the Nervous System 


BEAUTIFUL — QUIET -— HOMELIKE —- WRITE FOR BOOKLET 


Frederick W. Seward, M.D.—Director 
Frederick T. Seward, M.D.—Resident Physician Clarence A. Potter, M.D.—Resident Physician 


Have you seen the Doctor’s Guide to Business Literature? 
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THE WESTPORT SANITARIUM, “ez: 


An incorporated and licensed institution 


FOR NERVOUS AND 
MENTAL DISEASES 


ELBERT M. SOMERS, M.D. 
Physician in Charge 


Located in an attractive park on the Boston Post Road. 
Modern equipment. Adequate personnel and classification. 


“Bright Side” Sanitarium Intestinal and Rectal 
INCURABLES, CHRONIC DISEASES 
AND GENERAL INVALIDISM SPECIAL 
Tel. Hackensack 2140 TEANECK, N. J. 2. [ae Treatment of Se- 
lected Cases of Hemorrhoids 
forts of a quiet and reserved home combined with the special care 4. Thorough Rectoscopy 
and treatment required in each individual case. Private rooms and 5. Xray Study of Colon 
- rk City (Went 128ch Street), halt 
7 block from Hudson River trolley line. : 36th STREET 
JUST EAST OF 


JOS. VAN DYKE, M.D., Yo Physician 


NEW YORK CITY 


IDYLEASE INN 


NEWFOUNDLAND NEW gersey ||| | FAIR OAKS summir, 


N attractive health resort in the Copperas Mountains of OR the care and treatment of nervous affections, 

Northern New Jersey ‘conducted for the comfort out on guests, F neurasthenia, states of simple depression, exhaus- 
only forty-six the, wild tion states and cases requiring rest, dietetic and oc- 

scenery an ure air are Oo t tant iron- 

dacks. lawns and quiet qpoves offer for cupational treatment. 

requiring a change, for semi-invalids, for convalescents and for Insane and tubercular cases not accepted. 


those w ose nervous systems have been overtaxed. The Hydro- 
therapeutic Department is under direct Medical supervision. The 
Management reserves the right of exclusion. 


The Gourpatons Department is newly housed and 
equipped. Summit is located in the beautiful hill coun- 
try of New Jersey, on the D. L. & W. R. R., twenty 
miles from New York City. 


The Institution is fully equipped with means for 
therapeutics. 


Phone 143. Dr. T.P.PROUT Summit,N. J. 


DR. BARNES SANITARIUM 


STAMFORD, CONN. 


A Private Sanitarium for Mental and Nervous 
Diseases also Cases of General Invalidism. 
Cases of Alcoholism Accepted 


A modern institution of detached buildings situated in a 
beautiful park of fifty acres, commanding superb views of 


Illustrated literature will be sent upon request. 
Telephone—21 Newfoundland 


D. E. DRAKE, M.D., Medical Director 


ad Long Island Sound and surrounding hill country. Com- 
CONVALESCENTS, INVALIDS. pletely equipped for scientific treatment and special atten- 
s RATES REASONABLE. tion needed in each individual case. Fifty minutes from 
Gocident le New York City. Frequent train service. For terms and 
Toformation and {tustrated beokiet on request. booklet address 
= MARY H. BODINE, R. N., SUPT. F. H. BARNES, M.D., Med. Supt. 
Telephone 5—1595 BRIDGEPORT, CONNECTICUT Phone Connection Stamford, Conn. 


Perhaps there is something you need listed in the Classified! 
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The Home of PLUTO 
Drink It! Prescribe It! 


FRENCH LICK SPRINGS HOTEL COMPANY, French Lick, Indiana 


WELL 
BETTER 
THAN GETTING WELL 
GETTING WELL IS A CURE 
KEEPING WELL IS A PREVENTION 


This institution is mot a bespital but « betel cerrest im appeimtment: 
and with every facility fer comvaleseimg patients. Those persens, 
whe have been under treatment fer any particular diseases will find 
every oppertunity bere fer the fine euvdeer life and sperw whieh are 
necessary te & suceessful convalescenes. Im addition te the mineral 


The hete) bas ite ewn farm anc dairy, amd pnysieians wne desize te 
have their patients enjoy s rest eure er put them upem a milk diet ean 
be assured. ef the mest eareful attention te details 


peep! 
THOMAS D. TAGGART, President 


The Easton Sanitarium 


Easton, Pennsylvania 
Licensed 35 years 


A PRIVATE INSTITUTION for the care and treat- 
ment of nervous and mental disorders, conditions of semi- 
invalidism, aged people and selected cases of drug addiction 
and alcoholism. Homelike atmosphere; personal care; 
outdoor recreation and occupation year round; delight- 
fully located overlooking the Delaware River and the city 
of Easton; two hours from New York City; 68 miles 
from Philadelphia. 


For booklet and particulars address 


Medical Director, DR. S. S. P. WETMORE 
or phone 166 Easton 


THE BRUNSWICK HOME 


A PRIVATE SANITARIUM 


Incorporated 1887 
Dr. C. L. Markham, Medical Supt. 
TREATMENT AND CARE OF CONVALESCENTS—POST- 
OPERATIVE AND HABIT CASES—AGED AND INFIRM 
PERSONS AND ALL OTHER CHRONIC AND NERVOUS 
CASES. 
No Insane Cases Received 


Special Department for Teaching and T of Mental Defectives 
Licensed by New York State Commission for Mental Defectives 


BROADWAY AND DIVISION AVE. 
AMITYVILLE, LONG ISLAND 


(Ome Hour’s Ride from New York City) *Phone Amityville 71-72 


STAMFORD HALL 


STAMFORD, CONN. 
PHONE, STAMFORD 3—1191 


_ A private et for the seientifie treatment of nervous mental 
dru alcoholism, and general invalidism. Fit min- 

= from Grand Central Station, New York City, via New Haven Raliroad. 
New c- attractively furnished rooms and suites with bath for patients 


desirin and special nursing. 
Modern facilities in hydro, electro and physio’ All branches of 
oecupational and diversional fully proveribed: 


Special facilities for the 
Frequent entertainments lading motion pictures, radio-programs, 
usicals, lect and theatricals. 


Reports wat physicians and relatives. 
Information and booklet, furnished upon request. 


MEDICAL DIRECTOR 


FRANK W. ROBERTSON, M. D. 


— 


ROOSEVELT 


HEALTH INSTITUTE 
SIDNEY WINTERS, M.D. 
Medical Director 


I. L. WINTERS 


Physical Director 
Athletic Coach at Yale for 20 Years 


Most Modern Institute of Its Kind 


A fully equipped GYMNASIUM, ZANDER ROOM for Passive Exercises, PHY- 
sio- THERA PY DEPARTMENT with Ray THERAPY 
DEPARTMENT for Turkish Nauheim, Scotch, Douc pout Baths; 
Electrical Cabinet Baths; DIATHERMY. "COLONIC IRNIGATIONS: Tiled 
SWIMMING POOL, filled with continually-changing Chlorine Filtered Water. 
Under Same Management Winter’s Health Inst. Hotel Taft, New 
Haven, and New Life Health Farm, West Haven, Conn. 


In Indigestion 


In indigestion of the bilious type, where there is any suspicion 
of intestinal inflammation it is frequently better to avoid irritant 


DR. KING’S as 
HOSPITAL and CLINIC fo 


purgatives. Complete evacution without the irritations of salines 
can be secured in nearly all cases by Prunoids, two tablets be- 


fore retiring. If necessary, a non-irritating enema may be given a 
three or four hours after the Prunoids. has been taken to hasten BAY SHORE, LONG ISLAND “ 
te ection. A COMPLETELY EQUIPPED MODERN HOSPITAL FOR en 
ES 
The T and the Beart ACTIVE CAS pr 

The turning point in acute infections and subsequent convales- AN IDEAL HOSPITAL FOR MATERNITY CASES. 


cence always create a strain on the cardio-vascular system. 
Neglect of this is responsible for many permanent “weak hearts” 
following disease.. Cactina Pillets given as soon as the turning 


WHERE COMPLETE PRIVACY IS DESIRED. 
SPECIAL DEPARTMENT DEVOTED TO INDUSTRIAL ( 


point is reached and continued during convalescence will supply SURGERY. wh 
the needed stimulation without the risk of cumulative effects. George S. King, R. 


a It helps us to have you mention MepicaL Times when writing advertisers. 
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LOW RATES anc » NEW IDEA—ro aware 


delightful day, slip into your beach things ( 


ona 
own room 
is re bath house) and straight away to sunny sands 
and tempting surf. Then THE PATIO with its tables, gay 
parasols, flowers and green lawn—where may dine in 
our bathing togs. Delicious food for which The is 


All this and more at a scale of RATES in keeping with 
those unusually low prices established last winter by This 
Distinctive Hotel. 


SEASIDE HOTEL 


Atlantic City 
COOK SONS CORPORATION 


THE 
FARADIC 
BATTERY 


A Medical Appa- 
ratus of long 


$9.60 


We sell or rent Vibrators, Violet Ray Apparatus, Sunlight Lamps, 
ved Lame. T "7 


3284 
339 BRIDGE STREE 
BROOKLYN, N. Y. 


ROBERTS & QUINN Inc. 


Diet for the Aged 


The aged require a smaller amount of nutritive material, 
as expressed in heat units, on account of their diminished 
activities. The proteins, which are the tissue builders and 
form the material for the rebuilding of destroyed cells, will 
likewise have to be reduced at this period, for there is no 
growth now and there is lessened destruction through less- 
ened work. 

The diet for the aged in health will have to embody two 
Principles: give less calories and less protein——Dr. Max 
Einhorn, M. J. & Record, May 21, 1930. 


Sinusitis and Tonsillectomy 


Of 108 cases in adults, diagnosed as chronic sinusitis, in 
which a tonsillectomy was done, 5 were cured, 51 improved 
and 52 were not benefited. The conclusion is that tonsil- 
lectomy does cure a few infected sinuses and improves 
many.—Dr. C. W. Pond, Laryngoscope, April. 1930. 


ACCOUNTS 


Abandoned— 
Considered Worthless 


| (If of Determinable Value and Localizable) 


Cashed by a New System, Based on 
Sound Banking and Legal Practice, 
Used by a Large and Increasing Num- 
ber of Prominent Physicians residing in 
New York City and Long Island Who 
Are 


Members of Our Advisory Board 


Under the System Friendly Relations 
with Patients Are Unimpaired! Daily 
Reports and Monthly Remittances Are ¢ 
Made to Members. Financially Re- 
sponsible Persons Are Assisted to Pay & 
for Services and Supplies Received from 
Members. 


VERITAS FINANCE CORPORATION 


(A New York Corporation) 
Telephone 1067 
375 New York Avenue 
Huntington, L. IL, N. Y. 


Veritas Finance Corporation, 
375 New York Avenue, 
Huntington, L. I., N. Y. 


Kindly have your representative call on me by ap- 
pointment and explain your SYSTEM, also how I 
can become a MEMBER of your ADVISORY 
BOARD, if desired, without obligation on my part. 


It helps us to have you mention Mepicat Times when writing advertisers. 
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JACKSON A. DYKMAN 
WILLIAM N. DYKMAN 
WILLIAM H. ENGLISH 
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JOHN GEMMELL, Jr. 
WILLIAM M. GREVE 
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GEORGE V. McLAUGHLIN 
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CLIFFORD E. PAIGE 
ROBERT L. PIERREPONT 
HAROLD I. PRATT 


J. H. WALBRIDGE 
ALEXANDER M. WHITE, Jr. 
WILLIS D. WOOD 


Boe COMPOSITE TRUSTS offer to the busy 
physician an ideal solution to his problem of con- 
serving his surplus earnings and building his estate. 
It now is possible for him to establish with this Com- 
pany a large or small living trust, starting with as 
little as $500 and increasing it in amounts of $100. 


Send for our booklet on Composite Trusts entitled 
Trust Service within the Reach of Millions” 


BROOKLYN TRUST 


RICHARDSON PRATT Main Office: New York Office: 
THOMAS H. ROULSTON 177 Montague Street, 26 Broad Street, 
ADRIAN VAN SINDEREN Brooklyn at Exchange Place 


+ 31 Offices in Greater New York 


ONE OF THE OLDEST TRUST COMPANIES IN THE UNITED STATES 


COMPANY 


Blood Cholesterol as a Guide to Diagnosis and Prognosis 


We publish this week a further contribution to the study 
of the blood cholesterol in the various types of kidney dis- 
ease. Dr. Fleming has examined some 60 cases of both 
acute and chronic nephritis in the hope of finding variations 
in plasma cholesterol sufficiently constant to be of practical 
help in prognosis and diagnosis. Briefly summarized, his 
conclusions are that the blood cholesterol is raised in cases 
of chronic parenchymatous nephritis (subacute nephritis), 
frequently in acute nephritis, and “constantly” in arterio- 
sclerosis with renal disease. In other types of nephritis the 
figures are variable. The association between hyper- 
cholesterinemia and “subacute nephritis” has long been 
known, although their exact relationship is far from under- 
stood. These cases show the picture of cedema, albuminuria, 
usually a diminished urine output, and a raised blood choles- 
terol. One type of case with these characteristics is classed 
as nephrosis by many workers; here the blood cholesterol 
may be very high indeed and lipoid deposits are found post 
mortem in the kidneys. Cases are recorded showing figures 
as high as 780 mg. per 100 c.cm., against a normal of 160- 
200 mg. The pathological condition does not, however, ap- 
pear to be produced primarily by the excess of cholesterol, 
and cedema in particular is not entirely dependent upon this 
excess. Thus Fleming notes in his cases the absence of 
cedema in some patients of this type whose blood has a 
high cholesterol content, and he notes also the tendency of 
the cholesterol in the blood to rise as the general condition 
improves. It is probable that a mere increase of lipoids in 
the blood is neither the cause nor the effect of the renal 
lesions in these cases, but that both are the result of some 
common general metabolic, toxic, or nutritional disturbance. 
Certainly in diabetes, xanthoma, or jaundice, for example, 
hypercholesterinemia may be present for long periods with- 
out the production of typical changes of the “lipoid” type 
in the kidneys or of cedema. These considerations do not 


diminish the practical value of blood cholesterol estimations 
in the diagnosis of subacute nephritis (including “nephrosis”), 
though it is doubtful whether such estimations are of par- 
ticular assistance in prognosis. 

The factors that may be concerned in the causation of 
renal cedema are so complex that the lipoids alone are un- 


Have you seen the Doctor’s Guide to Business Literature? 


likely to give a clue to the pathology of the condition. In 
cardiac oedema, for example, there is no alteration in the 
blood cholesterol though the ratio of cholesterol to fatty 
acids—the so-called “lipocytic index”—may be raised. Not 
only the lipoids but changes in the capillary walls, the capil- 
lary pressure, in the crystalloids, colloids, and particularly 
the electrolytes of the body tissues must all be considered. 
One point noted by Dr. Fleming concerns the increase in 
blood cholesterol which appears to occur in cases of arterio- 
sclerosis. Other workers have attempted to produce experi- 
mentally atheromatous changes by diets rich in cholesterol, 
and the incidence of such changes in patients with diabetes 
has been attributed to the increase in blood lipoids; the 
association has, however, not been generally accepted as 
cause and effect. There are so many pathological and ex- 
perimental factors which can influence the cholesterol of 
the blood, either as a whole or in the relation of its “free” 
and “combined” fractions, that the subject is even more com- 
plex than other biochemical ones. r. Fleming confirms 
the work of others in noting a fall in cholesterol in the 
blood in uremia, and believes that a single estimation is of 
value in the diagnosis of this condition; but the fall is rela- 
tively slight and a larger series of cases would be necessary 
to convince us that this finding has great diagnostic value. 
It is manifest that the cholesterol variations during the 
progress of nephritis in general require further study be- 
fore any final conclusions can be drawn.—The Lancet, June 


27, 


Anatomy in the Middle Ages 


Profusely illustrated with woodcuts from early surgical works, 
“Anatomy in the Middle Ages” will prove of great interest to 
physicians. This article is the feature of the current issue of 
The Bloodless Phlebotomist” published by the Denver Chemical 
Manufacturing Company and which is available to physicians 
on request. 

Among the other articles in the issue are Gordon, “The 
Treatment of Fibrositis”; Von Bonnewitz, “Comparative Treat- 
ments of Pruritus Ani”; Schlesinger, “Gonorrhoeal and Syp- 
hilitic Diseases of the Joints” Ochsensius, Treatment of Acute 
Lymphadenitis in Children” and numerous miscellany. 
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Loss of Appetite 


There Is No Speeifie For 


—just when food is most needed to build up strength 
after disease has made its inroads. 

But let us send you two bottles of Guiatonic, 
and give it a chance to live up to its name as a 


tonic. 

The hypophosphites of iron, quinine, strychaine, ad 
manganese, calcium and potassium combine with N addition, after febrile 
creosote and guaiacol to stimulate appetite, to furnish pe 
an abundance of minerals (including phosphorus) a aa ee 
and thereby promote cell reconstruction. and intestinal fermentation. 


WILLIAM R.WARNER & CO., Inc. 


113 West 18th Street — New York City GUIATONIC 


THE RECONSTRUCTIVE TONIC 
SEND FOR A TRIAL SU?P?PL —— 


Response of Certain Skin Inflamations 
To Applications of 


CAMP HO-PHENIQUE 


Points clearly to the market value of this agent in dermatoses. 
CAMPHO- PHENIQUE has decided germacidal properties and is also 
an antipraritic of more than usual power. 
In chronic eczemas, attended by irritations, CAMPHO-PHENIQUE 
applied several times daily will give gratifying relief and help in re- 
storing the skin to a normal state. 

Samples and Literature on request. 


CAMPHO-PHENIQUE LIQUID, small size 30c, large size $1.20 
CAMPHO-PHENIQUE POWDER, small size 30c, large size 75¢ 


Campho-Phenique Co., St. Louis, Mo., U. S. A. 


Have you seen the Doctor’s Guide to Business Literature ? 
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THERAPEUTIC ALMANAG 


OCTOBER 


SEPTEMBER 


Months of change and readjust- 
ment in diet, clothing, living 
habits. Coughs, colds, tonsilitis 
will again gain the upper hand. 
Acidosis is generally a predispos- 
ing, frequently an accompanying, 
and always an aggravating factor. 


R ALKA-ZANE 


A teaspoonful in a glass of water, 
taken after effervescence has sub- 
sided, two or three times daily, 
will efficiently prevent acidosis. 


Note—Alka-Zane combines the 
carbonates, phosphates and citrates 
of sodium, potassium, calcium and 
magnesium. No sulphates, tartrates 
or lactates; no sodium chloride. 


ALKA-ZANE for Acidosis 


WILLIAM R. WARNER & CO.,, Inc. 


113 West 18th Street, New York City 


The Geneva Conference on Narcotic Drugs 


Allusion was made in The Lancet of May 23rd (p. 1146) 
to some of the difficulties with which the conference, now 
in session at Geneva, on the international control of the 
commerce in dangerous drugs would find itself confronted. 
The conference was opened on May 27th, and in the public 
discussions which began the next day the nationalization 
of the drug traffic trade was advocated by the delegates from 
Argentina and Roumania. The Italian delegate argued for 
the right of any country to manufacture for its own needs 
if it so desired, and to choose the country from which it 
might desire to import. The British delegate, who was 
largely responsible for a draft convention which had been 
prepared, supported what is known as the quota scheme, 
whereby each manufacturing country should be allotted an 
appropriate share in supplying the legitimate medical re- 
quirements of the world. He urged that no other scheme 
that was generally workable had been put forward. The 
Persian delegate pleaded for the application of the quota 
system to the production of raw opium, a contention which 
illustrated the difficulty of effectually dealing with the re- 
striction of dangerous drugs to medical uses without paying 
regard to the limitation of production of their raw materials. 

On June 19th the British delegate (Sir Malcolm Dele- 
vingne) announced that it was impossible to frame an agreed 
text combining the quota scheme, which he supported, and 
an alternative proposal of Franco-Japanese origin. The lat- 
ter sought to limit the manufacture of narcotic drugs by 
any country to its annual estimate for domestic requirement 
and for export to meet firm orders duly certificated, while 
provision was to be made for some reserve and for Gov- 
ernment stocks. This somewhat complicated scheme was 
adopted, subject to certain conditions, by the Committee on 
Limitation as a basis for discussion by 14 votes to 2 with 
6 abstentions. Such diversity of opinion on so fundamental 
a question is not reassuring. Nor does it augur for the 
chances of reaching general agreement on the form of a 
convention which would secure ratification by all the Powers 
concerned. The lamentable results of failure to ratify, or to 
put in force, the previous opium conventions of The Hague 
(1912) and Geneva (1925) have been already emphasized 
in these columns.—The Lancet. 


Eugene Lyman Fisk 


Eugene Lyman Fisk, M.D., medical director and vice president 
of the Life Extension Institute of New York, died suddenly in 
Dresden, Germany, July 5, at the age of 64. 

An honor graduate of New York University Medical Col- 
lege, 1888, Dr. Fisk first practiced medicine in Brooklyn. In 
1891 he became director of the western medical division of the 
Equitable Life Assurance Society of the United States. 

In 1898 Dr. Fisk was called back to New York to become 
medical director of the Provident Savings Life Association. 
Here he organized the first public health examination and edu- 
cational service offered by any life insurance company. 

Dr. Fisk was the author of a number of books. Among 
them are: “How to Live,” 1915 (with Dr. Irving Fisher) ; 
“Food—Fuel for the Human Engine,” 1916; “Health Building 
and Life Extension,” 1923; and “How to Make the Periodic 
Health Examination,” 1927—Health News. 


Fungi Cause of Asthma 


In a group of fifty-five patients with chronic asthma, eight, 
or 14 per cent, gave positive skin reactions to common air- 
borne fungi. 

Typical asthmatic attacks were produced in one of these pati- 
ents by spraying the nose and throat with a filtrate of Mucor 
plumbeus, one of the fungi to which the patient gave a posi- 
tive skin test—C. A. Flood, M.D., J. A. M, A., June 20, 1931. 


New Oil for Leprosy 


Rolfs, American botanist, believes that Brazil soon may 
provide its own oil, obtained from various plants and indigen- 
ous trees, for the treatment of leprosy. There are more than 
50,000 cases of leprosy in Brazil. 


The Convalescent’s Stomach 


Why forget the stomach during the rebuilding treatment of 
convalescence? Without proper gastric function and digestion 
there cannot be proper intestinal digestion and assimilation. Seng, 
a stable extract of Panax, is retained by the weakest stomach, 
stimulates secretions and gastric digestion. In convalescence 
use it with or without other general tonics. 


Perhaps there is something you need listed in the Classified! 
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a _ A product of Mexican Cactus Grandifl de & 
product of Mexican Cactus Grandifiorus—made 

= CAC TINA from fresh, green drug. — 

Considered by many physicians a_ safe cardiac tonic 9 
. P i L LE T S when the musculo-motor action of the heart requires 
a strengthening or guarding. e 
Doss: One to three pillets 
4 Semples to Physicians only & 
Manufactured in the laboratory of 
SULTAN DRUG CO. St. Louis, Mo. 


STORM SUPPORTERS 


They give the needed support, and are soft and comfortable to 
wear. Being made of washable material, they are especially satis- 
factory during this hot summer weather. 


Recommended for Ptosis, Hernia, Sacro-Iliac relaxation 
or following operations. 


ABDOMINAL SUPPORTER COMPANY 


47 West 47th St., New York City 
BRYANT 9-6157 


Corset Modification Sole manufacturers in Greater N. Y. for Dr. K. L. Storm, Patentee 


Although a man his legs. (Enough for 6 Quarts of Solution) 
By The effectiveness of Mu-col as an granulation. A saline-alkaline pow- 
can be soe to usefulness. antiseptic wash is attested to by der easily soluble in water. Su- 


. thousands of physicians who pre- peri f femini tone tn 
Purchased y the membranous area. Aids quick Practise. 
ment ai many Foreign MAIL PON 
Send for MANUAL OF ARTIFICIAL, An Aseptic, MAIL COUPON FOR SAMPLE NOW || 


Prophylactic, | co., 


containing 300 een 
cuts. Instructions are cake 
Anti-Catarrbal, | Suite 1423-B, Buffalo, N. Y. 


measurements 


Established 73 Years 


without leaving Anti-Febrile 
That Sead tample of Mu-col, enough 
A. A. MARKS, Inc. M. D. | 
90 Fifth Avenue New York, U.S.A. J Address ..... 


. for Hepatic Insufficiency 


A DEPENDABLE CHOLAGOGUE ... yonsom, is a combination of bile salts, ex- 

stimulates the liver cells, producing - tyevennet tracts of Cascara phenolphthalein and 

flew of bile rich in cholat of aromatics. bp _ is such digestive 

strine and a biliary entiuntie for disturbance use our COMPOUND 
insufficiency, intestinal putre- TAUROCOL. TABLETS recom- 

taction, habitual constipation and mended — 

gall stones. 


because 
Pepsin, Pancreatin and Nux 
Vomica. 


Time Tested for 20 Years! 


Manufactured for physicians’ pre- 
scriptions and ‘or dispensing purposes. 
Samples and full information on request. 


Have you seen the Doctor’s Guide to Business Literature? 
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A SPECIFIC 


For PERNICIOUS ANEMIA liver extract 
is the up to date treatment and the best, 
most effective LIVER EXTRACT is 
LANG'S, because it is made from fresh 
lamb’s liver, selected from young, healthy 
animals. 


No desiccating—No defatting process. 
Extracted from the fresh liver promptly 
after removal from the animal. 


Contains all the soluble constituents of the 
fresh liver. 


Samples and literature on request. 
Also a complete line of all the other 


FRESH GLAND EXTRACTS (fluid) 


L. H. LANG Biological Products 


41 East 42nd St. 


What this 
means to your 
Diabetic 
Patients... . 


Tasty, odorless bread, 100% free of 

starch or sugar, can easily be prepared in 

the home with DIOPROTEIN, prepared 

casein flour. This allows your patient 

more variety in other foods. Twenty- FREE 

two different starch-free foods can be ALT), yy 
prepared with DIOPROTEIN, recipes in 20-pase 
each carton. The John Norton Ce., tent dietician. sent 


325 S. Parsons Ave., Columbus, Ohio. etems. 


DIOPROTEIN 


PREPARED CASEIN FLOUR 


Dr. E. M. Somers In Charge of Westport Sanitarium 

Dr. Elbert M. Somers, formerly resident medical officer of 
the New York State Hospitals, has been appointed Physician in 
Charge of the Westport Sanitarium, Westport, Conn. 


Graduate Fortnight of the New York Academy of Medicine 


The disorders of the circulatory system which have in_ the 
last decade placed “heart disease” in the forefront of the princi- 
pal causes of death will constitute the theme of the Fourth An- 
nual Graduate Fortnight of The New York Academy of Medi- 
cine. 

This graduate course of instruction will consist in a series of 
lectures and clinical demonstrations, concentrated in a period of 
two weeks from the 19th to the 30th of October, 1931. 

Lectures will be delivered evenings in the auditorium of The 
New York Academy of Medicine, 2 East 103rd Street, New 
York City. Clinical demonstrations will be held during after- 
noon in twelve of the leading hospitals of the city. The demon- 
strations will be in charge of teaching clinicians and will be or- 
ganized so that those participating will have the full benefit of 
individual contact with both demonstrator and patient. 

The list of speakers at the evening meetings includes: Alfred 
W. Adson, Rochester, Minn.; Harlow Brooks, New York; 
George E. Brown, Rochester, Minn.; Lewis A. Conner, New 
York; Arthur M. Fishberg, New York; Robert H. Halsey, New 
York; John Homans, Boston; Frank H. Lahey, Boston; Alex- 
ander Lambert, New York; Robert L. Levy, New York; Sir 
Thomas Lewis, London; Warfield T. Longcope, Baltimore; 
Bernard S. Oppenheimer, New York; Harold E. B. Pardee, 
New York; Marcus A. Rothschild, New York; Roy Wesley 
Scott, Cleveland; Charles Hendee Smith, New York; Alfred 
Stengel, Philadelphia; William Sydney Thayer, Baltimore; John 
Wyckoff, New York. 

An outstanding feature of the 1931 Gradwate Fortnight will 
be the anatomical, bacteriological, and pathological exhibition of 
specimens and research material bearing upon the subjects dealt 
with in the evening meetings and clinical demonstrations. 

This exhibit will be housed in the Academy and will be open 
for leisurely study. A number of the exhibited items will be 


demonstrated on schedule and subjected to group discussion. 

The profession of the country is invited to attend and to par- 
ticipate in the Graduate Fortnight. There is no charge for at- 
tendance at any of the clinics or meetings, but registration for 
the clinical demonstrations is required. 

_A complete program and registration blank for the clinics and 
deinonstrations may be secured by addressing the New York 
‘Academy of Medicine, 2 East 103rd Street, New York City. 


Hypocalcemia Among City Mothers 


Evidence seems to be gathering that indicates that the admin 
istration of calcium during pregnancy will prevent rickets in 
offspring as surely as treatment after birth will cure this disease. 
For example, among Northern peoples like the Finns, who con- 
sume four times as much lime as we do, the incidence of rickets 
is much lowe: than in this country. 

The modern tendency, then, is to fortify diet during pregnancy 
when the drain on the mother’s calcium supply is known to be 
greater, with additional calcium. This is done not merely to 
prevent rickets but also to eliminate symptoms of hypocalcemia 
in the mother. The effects of hypocalcemia during pregnancy 
are now being studied in the belief that they are more far- 
reaching and dangerous than we admit. Thus for the first time 
the consequences to the mother of bearing a rachitic child seem 
to be receiving proper emphasis. 

Research by Stewart and Percival of Edinburgh indicates that 
calcium is most assimilable when in an ionized state in the 
presence of phosphorus; aud this form of the salt is favored by 
many. 

Doctors who wish more information on this subject are in- 
vited to write for a sample bottle of Hagee’s Original Cordial! 
Compound, a preparation which contains calcium in this form 
and which is being widely employed in pregnancy. 

The Katharmon Chemical Company, makers are also issuing 
an interesting pamphlet on facts concerning calcium. Physiciar~ 
should address them at 101 North Main St., St. Louis, Mo. 


Leading Poisoning From Cosmetics 
One should always be on guard for the possibility of lead 
poisoning from cosmetics. 


Perhaps there is something you need listed in the Classified! 
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A mild Cholagogue and Hepatic Stimulant for use in 
Hepatic Disfunction. Stimulates bile flow, diuresis and 


PEACOCK CHEMICAL CO. St. Louis, Mo. 


CHION [A 4 Preparation of Chionanthus Virginica. 

intestinal activity. 

a 

- Samples to Physicians only 

a Manufactured in the laboratory of 


Dose: One to two fluid drachms - 
o 
= 


INDICATED IN 


GENERAL NEURAS- 
THENIA 
HYPOCHONDRIA 
EUNUCHOIDISM 
IMPOTENTIA 
SEXUALIS 

TABLETS AND AM- 

POULES 

May we you Masculine Feminine 


REMOGLAND CHEMICAL CO. 
25 WEST BROADWAY NEW YORK, N. Y. 


110060 
ONE CAPSULE AS DIRECTED | F 


PHYSICIAN. 


GLON< O- -MENTH 


Stable Nitro-Glycerine Compound hermetically sealed in soft 
gelatin capsules. 
Unis all conditions associated with H 


Sample and literature gladly sent. 


McBERK LABORATORIES, Jamaica, New York 


CONFIDENCE Must Be Earned 
(BC. } are prescribed by physicians in most impor- 


tant countries; widely used in clinics. 
For Physicians Only 


The original genuine flexible Trans- 
parent Diaphragm Pessary. Nine sizes, 
in standard low dome or special high 


se U6. Par Ove. deme. 


7ELAQUIN + Oxyquinolin Sulphate. 


These jellies are widely used with Ramses Diaphragm Pessary: Also 
widely used alone with sanitary glass nozzle applicator. 

FREE ON REQUEST: Brief authorized reprint oy for Physicians 
of scientific data from works of James F. Cooper, 


Blair & Curtis, Inc. 100 Fifth pate New York 


ELECTRICALLY 
LIGHTED SURGICAL 
INS NTS 


E. S. I. Co. 
The Mark of Accuracy and Dependability 


E. S. I. Co. 


Electrically lighted diagnostic and ito-Urinary, and Rectal work. Each is 
surgical instruments, manufactured carefully designed, inspected, and test- 
by pioneers in this field, meet satis- ed to insure long and satisfactory ser- 
factorily the demand for practica- vice. Write for a free copy of Catalog 
bility, safety, and efficiency in Eye, No. 10 which illustrates and 

Ear, Nose, Throat, Bronchial, Gen- scribes many interesting instruments. 


ELECTRO SURGICAL INSTRUMENT COMPANY 


ROCHESTER, N. Y. 


PHYSICIANS SUPPLIES 
850 BROADWAY 


SAL HEPATICA 


A Carefully Blended and Well-Balanced 
Effervescent Saline Combination. 
Materially aids in the correction of alimen- 
tary toxemias by thoroughly cleaning the in- 
testinal canal. 
Laxative or active cathartic according to 
dosage. 

Samples for clinical trial. 


BRISTOL-MYERS CO. 
New York 


It helps us to have you mention MepicaL Times when writing advertisers. 
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MEDICAL TIMES AND LONG ISLAND MEDICAL JOURNAL 


September, 1931 


HYCLORITE 


HYCLORITE 


SOLUTION 
HYPOCHLORITE 


Accepted by the Council on Pharmacy ani Chemistry 
of the American Medical Association (N.N.R.) 


ANTISEPTIC 


For irrigating, swabbing and dressing infected 
cases wherever an antiseptic is needed. 


For Hand and Skin Sterilization. 


To Make a Dakiw’s Solution of Correct 
Hypochlorite Strength and Alkalinity. 


NON-POISONOUS 
NON-IRRITATING 


Write for Literature 


BETHLEHEM LABORATORIES 


INCORPORATED 
300 Century Building, 
PITTSBURGH, PENNA. 


Over 60 years of Clinical Experience 
Has Convinced Physicians 
that 


is a Bland Diuretic and an 
aid to Digestion. 


Literature Free on Request. 


Poland Spring Company 


680 Fifth Avenue New York 


Liver Extract No. 343 in Treatment of Pernicious Anemia 


A review of the recent literature on the action of Liver Ex- 
tract No. 343 in the treatment of pernicious anemia, suggests a 
number of generalizations : 

1. That the optimum maintenance dosage is an individual 
consideration which can be determined accurately only by re- 
peated blood examinations by the physician, and that a patient 
whose blood count has been brought to normal may continue 
for a year or more on a dosage of potent substance that is less 
than the required maintenance dose, but that eventually the 
need of a higher maintenance dose will become evident. 

2. That during infection and fever it must be expected that 
the hematopoietic response will be inhibited but that an ade- 
quate dosage of liver extract should nevertheless be continued. 

a Feet if single massive doses of liver extract are given, 
the excess is not necessarily wasted, but may continue for a 
limited time at least to give results similar to those to be ex- 
pected from a dosage of three vials daily. 

4. That “the average gain in red blood-cells at the end of 
one month’s treatment bears an inverse relation to the level 
of the red blood-cells before treatment was begun”, and that in 
uncomplicated cases the number of red blood-cells produced at 
the end of one month by a daily dosage of three vials of Liver 
Extract No. 343, is essentially the same as that produced by 
higher dosages of four to ten vials per day 

iver Extract No. 343 is supplied the drug trade in 
boxes containing two dozen vials of powdered extract. The 
contents of each vial represents material derived from 100 grams, 
or about 3% ounces, of fresh raw liver. 


Bronchoscopy in Tuberculosis 


Bronchoscopy is rarely indicated in uncomplicated pulmonary 
tuberculosis. 

The chief value of bronchoscopy in tuberculosis is its aid 
in the diagnosis of unexplainable signs and symptoms. 

Diagnostic bronchoscopy is indicated in cases preventing ob- 
scure pulmonary conditions in which tuberculosis may be sus- 
pected but cannot be proved. 

Absolute contraindications to bronchoscopy are few; in ques- 
tionable cases the indications must be carefully considered.— 
Louis H. Clerf, M.D., J. A. M. A., July 11, 1931. 


Collosol 
ARGENTUM 


(CROOKES) 
A stable and uniform suspen- 


sion of colloidal silver 1-2000 


ADVANTAGES 
Non-irritating. 
Isotonic with the blood. 
Deeply penetrating. 
Does not stain the tissues. 
May be boiled without 
precipitation. 

In liquid form, ready to use. 
No dissolving, no diluting. 

Samples and literature on request 


CROOKES LABORATORIES 


INCORPORATED 


145 East 57th Street 
VOlunteer 5-1182 New York City 


Have you seen the Doctor’s Guide to Business Literature? 
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